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THE DOCTOR’S ROLE IN THE PRESERVATION OF MENTAL HEALTH 


Frank F. Tallman, M.D., Los Angeles 


For many years doctors of medicine have played a 
leading role in the program of public health and sanita- 
tion. They have contributed as scientists and as informed 
citizens. The result is common knowledge. The majority 
of communicable diseases has been brought under con- 
trol. Some, such as typhoid and diphtheria, have almost 
vanished, and informed reports indicate that it will prob- 
ably be but a relatively short time before poliomyelitis 
and tuberculosis will share the same happy fate. Public 
health victories have not been won easily and have come 
only when our profession has combined an active and 
knowledgeful interest in public health methods with an 
organized program of professional and public education. 
Now most medical schools have a division of public 
health. Nearly all communities have public health depart- 
ments and public schools include health education in 
their curriculum. Thus, everyone from the medical pro- 
fession to the layman is aware of the importance of pre- 
serving physical health and currently not only is receptive 
to such a program but is directly or indirectly engaged in 
it. 

The preservation of mental health is no less a compel- 
ling and important responsibility of the medical profes- 
sion, a responsibility that needs immediate attention. The 
physician must become informed concerning the problem 
of mental disease and disorders so that he can proceed 
to lend his skill and support to all measures that in any 
way give hope of preserving the mental health of our 
people. His present concept of public health must include 
mental health. A few statistics 1 may be of value in under- 
lining the urgency of the mental health problem in this 
area of medicine. About 6% of the present population 
are suffering from mental illness or other serious person- 
ality disturbances or, to put it in another way, about one 
out of every 16, a total of 9 million persons. About a 
million and a half of these are suffering from severe 
mental illness and the rest are in varying degrees of 
poor mental health because of psychoneurosis, emotional 
maladjustment of various types, or psychosomatic ill- 
nesses. Among the million and a half are the persons who 
suffer from personality disorders producing such prob- 


lems as criminality, divorce, narcotic addiction, alcohol- 
ism, and psychopathic behavior. To provide hospital 
facilities for the mentally ill requires about 750,000 beds, 
of which the nation has now only 420,000. This bed 
deficit appears in the statistics as “over-crowding,” a 
word that poorly describes the discomfort of the patient 
and the frustration of the doctor when faced with these 
inadequate facilities. These same 420,000 beds have to 
receive each year 250,000 new patients and another 
100,000 readmitted patients who were previously treated 
but who need to return for further care. In addition to 
all these, at least 200,000 more, not including children, 
are seen in outpatient psychiatric clinics. The statistics 
given are only a few of those readily available, but this 
small sample should serve to impress physicians with the 
size of the problem. Mental illness is this nation’s num- 
ber one public health problem, and, if it is to be solved, 
every physician must actively work at its solution. 


TREATING THE WHOLE PERSON 


Each physician can contribute in his daily work to the 
preservation of mental health in his community. Obvi- 
ously, he can do much in his consulting room and in the 
hospitals to which he is attached. Although it is in these 
areas that he may feel most comfortable and competent, 
he is assuming only part of his responsibility if his activity 
remains within this narrow circle of influence. Because 
the physician, in the eyes of the public, is skilled in mat- 
ters of public health, he is expected to bring leadership 
and skill to the problem of mental health and its preser- 
vation. Unfortunately, only a few physicians appreciate 
the magnitude of the problem or accept the responsibility 
of leadership. Consequently, the public is looking more 
and more to nonmedical disciplines, both for therapy and 
for public guidance. 

About 50% * of all patients who visit general prac- 
titioners are suffering from sickness associated with men- 
tal illness or personality disturbances, and about 30% of 
all patients who go to general hospitals have psychiatric 
problems. A successful treatment program for this large 
portion of the case load of the average physician must 





From the Department of Psychiatry, School of Medicine, University of California at Los Angeles. 
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include a well-planned medical approach to the psycho- 
logical symptomatology together with the appropriate 
treatment of the physical findings presented. The patient 
will then be getting adequate care because the treatment 
program will be designated to take into consideration the 
fact that the patient is a person with a disease, not a dis- 
ease with a person. Many of us talk a good deal about 
the effect of conflict and stress on human physiology and 
psychology, but too few of us combine medical psychol- 
ogy and psychiatry with the antibiotics. All these patients 
do not need the attention of a specialist in psychiatry, but 
it is necessary that physicians provide themselves with 
sufficient knowledge of personality disturbances and their 
treatment so that they will be able to treat the patient 
when emotional problems lend themselves to brief psy- 
chotherapy and so that they will be able to recognize 
conditions in general practice that require the psychiatric 
specialist. The human personality is not a fixed entity. 
It has an anatomy and a physiology that is susceptible 
to study and understanding. While it is abundantly true 
that science does not yet fully understand or agree upon 
all the details of human motivation in health and disease, 
there is sufficient information available to general prac- 
titioners to permit them to construct a satisfactory pro- 
gram for those patients who do not require a psychiatrist. 

Gaining Basic Knowledge of Psychiatric Principles.— 
It is my purpose not to discuss treatment techniques but 
to emphasize the necessity of reading and study if the 
doctor is to do his share in the improvement and preser- 
vation of mental health in his patients. There are a num- 
ber of books in this field helpful to the busy physician. 
The first chapters of a textbook of psychiatry ? such as 
Arthur Noyes’ “Modern Clinical Psychiatry” may serve 
as a good sample with which to whet the appetite; then 
a book like Levine’s “Psychotherapy in Medical Prac- 
tice” * might be the next step. There should also be readily 
available a volume similar in content to “Psychosomatic 
Medicine” * by Weiss and English. This particular vol- 
ume is well organized and arranged according to systems, 
thus lending itself readily to reference concerning specific 
cases. A very readable and helpful source of information 
is the “Psychiatric Bulletin for Physicians in General 
Practice” published by the Medical Arts Publishing 
Foundation of the University of Texas at Houston. These 
are only a few of the many resources available. Books 
like these are today as indispensable to the well-informed 
physician as any others in his library. When every phy- 
sician knows how to cope with the personality as well as 
he does with the gallbladder, important gains will have 
been made in the practice of medicine. 

Handling Specific Problems.—The physician should 
keep in mind four important epochs in the lives of his 
patient: infancy, adolescence, involution, and early 
senescence. It is during these times that the personality 





2. Noyes, A. P.: Modern Clinical Psychiatry, ed. 4, Philadelphia, 
W. B. Saunders Company, 1953. Strecker, E. A.; Ebaugh, F. G., and 
Ewalt, J. R.: Practical Clinical Psychiatry, ed. 7, New York, Blakiston 
Company, 1951. Thorner, M. W.: Psychiatry in General Practice, Phila- 
delphia, W. B. Saunders Company, 1948. 

3. Levine, M.: Psychotherapy in Medical Practice, New York, Mac- 
millan Company, 1945. 

4. Weiss, E., and English, O. S.: Psychosomatic Medicine, ed. 2, Phila- 
delphia, W. B. Saunders Company, 1949. 

5. Fact Book on Aging, Federal Security Agency, Committee on Aging 
and Geriatrics, 1952. Facts and Figures About Mental Illness and Other 
Personality Disturbances.** Felix and Kramer.'* 
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is most labile. Consequently, at these periods, persons are 
particularly susceptible to the stresses of life and thus 
more prone to psychosomatic disturbances. Conversely, 
these are the epochs that the doctor can demonstrably 
help in preserving mental and physical health. 

Alcoholism: About 6 to 20% of the admissions to 
mental hospitals are accounted for by patients labeled 
alcoholic. Another 5% are alcoholic patients who have 
psychoses. Nearly all of these persons have certainly had 
contacts with physicians in the earlier stage of their illness 
and often well before their mentai health became so bad 
as to require hospitalization. Alcoholism cannot be 
treated by simple medical advice such as “You know too 
much alcohol is bad for you. Just use your will power 
and put a stop to it”; “Don’t drink too much. You will 
ultimately pay for it by bad health”; and “Seek some 
other outlet for your tensions. Don’t rely on alcohol.” 
These platitudinous prescriptions are guaranteed to fail 
and thus increase the patient’s sense of defeat, guilt, and 
hostility, which are sometimes the emotional pressures 
seeking outlet in alcoholism. The physician should pre- 
sent the patient with a definite program. Briefly, treat- 
ment might include total abstinence and membership in 
the very successful group Alcoholics Anonymous. To 
this should, of course, be added a rearrangement of per- 
sonal life or perhaps vocation when study indicates that 
factors in these areas are especially stress-producing. Any 
program is predicated on adequate study, followed by 
therapeutic interviews with the physician. 

Neurosyphilis: The special psychiatric problem once 
presented by neurosyphilis is almost a thing of the past, 
but vigilance here must be eternal, and reexamination is 
important to be sure that the “wonder drugs” have done 
their work. 

Involutional Psychoses: Patients classified as having 
involutional psychoses make up between 5 and 10% of 
admissions. Prognosis for patients in this category is 
good if the condition is recognized early and treatment 
is instituted. As a useful preventative measure, the phy- 
sician should realize that it is during this period that per- 
sons are prone to look backward and, after a quick and 
usually inaccurate personal audit, become concerned 
about all the things they think they ought to have done 
that have not been accomplished; they may then look 
forward and suddenly realize with a painful shock that 
there are not a great many useful years ahead. They need 
help from their doctor at this point in order to reach a 
reasonable equilibrium of physical and emotional fac- 
tors commensurate with the facts and not the fears. It is 
good medicine to point out that the involutional period 
is also the time of greatest wisdom and that persons often 
accomplish much more in these years than at any other 
time in their life. Patients may need to be stimulated to 
keep active and interested. A purposeful program taking 
into consideration these emotionally charged problems 
will often do just as much for the patient’s health as will 
endocrine gland stimulants. Properly selected hormones 
are good medicaments but alone do only half the job. 
Psychotherapy does the other half. 

Senescence: Perhaps the chief public health problem 
the doctor faces in his office concerns persons over 60.° 
It is from this group that there is a marked increase in 
mental hospital admissions. Modern medicine is pro- 
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longing life, but we have not yet learned how to preserve 
arteries. We physicians are giving negligible attention 
to the preservation of personality and mental health in 
this group. This important job has been largely left to 
the layman. The older citizens must continue to have a 
place in the family and in the community because they 
become physically and mentally ill when they feel they are 
neither needed nor wanted; time for them can become 
pain instead of pleasure. Certainly, the older patient 
needs adequate minerals and vitamins, but he needs much 
more medicine than that; he needs a plan for living con- 
structed by and with his own physician, taking into ac- 
count his physical limitations and his emotional attitudes. 

Psychoses: Another large group that accounts for sub- 
stantial mental hospital admissions are the persons with 
schizophrenia and manic depressive psychoses. There is 
abundant evidence that, when these illnesses are treated 
early in their inception, the recovery rate is substantially 
higher than when their condition becomes chronic before 
it is recognized. Science does not yet throughly under- 
stand the cause or causes of either of these sicknesses, 
but psychiatrists have treatment modalities that are ef- 
fective in producing remissions when promptly and com- 
petently utilized. 

Suicide: There are about 17,000 ** persons in the 
United States who take this tragic road every year. It 
seems fair to speculate that the majority of these have had 
medical contact not very long before the fatal act. To dis- 
charge his responsibility to this group of patients, the 
physician needs to understand depressions and to realize 
that he has a special responsibility when his patients pre- 
sent that symptom. There are many reasons for suicides, 
but there are two situations that seem to be particularly 
upsetting to the human personality. When a patient real- 
izes that an illness with its pain and worry will be dis- 
abling and constant, it is a very serious shock to his ego 
structure. In the face of this catastrophe, it is reasonable 
that he expect his physician to be able to help him through 
this emotional upheaval and guide him until he has ar- 
rived at a satisfactory adjustment to it. The other life 
problem that should alert the physician concerns the per- 
son who is without family roots and who lives alone in a 
community of strangers. Such a person is understandably 
prone to depression and needs help in integrating himself 
into the main stream of life before he has lost his mental 
health and committed an irrevocable act. 


ROLE OF THE FAMILY DOCTOR 

Most personality disorders have their beginning in 
childhood; therefore, physicians who do general practice 
and, in particular, pediatricians, are in a strategic spot to 
be effective in the preservation of the mental health of 
the family with which they work. Doctors should familar- 
ize themselves with management of everyday behavior 
problems and should give specific advice thoughtfully 
planned for the specific case rather than to take refuge in 
comforting platitudes characteristic of the well-meaning 
but uninformed layman. Two helpful books ° in this area 
are “Child Psychiatry” by Leo Kanner and “Common 
Neuroses of Children and Adults” by English and Pear- 
son. A mother worrying about her boy’s chronic diso- 
bedience or delinquency is not helped much by being told 
not to worry because the boy will probably grow out of it. 
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The mother who is concerned about what she believes is 
a serious case of enuresis in one of her children is not 
helped by being told that the situation will probably clear 
up. Families like these need to know why the problem has 
occurred in their children and what must be done to bring 
about this hoped-for improvement. Perhaps the passage 
of time or a less aggressive attitude on the part of the 
parent is the answer, but, whatever the treatment of 
choice, cause and effect must be clear to the parent. The 
practice of medicine, so far as these problems and mul- 
titudes of others of a like nature are concerned, is time 
consuming partly because causes are not always easily 
elicited and partly because the doctor in order to get the 
answer must take time to listen to his patients and their 
parents. Doctors should now be able to provide that time. 
Laboratory medicine coupled with effective drugs and 
antibiotics have shortened many procedures that for- 
merly were time consuming, so that there should be time 
to treat the whole patient, the psyche as well as the soma. 


Supplementing Basic Knowledge.—Many physicians 
were not provided during their training with all of the 
knowledge and techniques needed in order to preserve 
mental health. Much information was available, but the 
medical schools failed to provide it in a form useful to 
the average doctor. This lack can now be remedied by a 
reasonable amount of reading as already indicated and 
by group education. For example, in early 1946, a very 
effective two-week course for the general practitioner was 
provided as a contribution to the solution of this educa- 
tional problem by the Commonwealth Fund in coopera- 
tion with the postgraduate education division of the Uni- 
versity of Minnesota. A report of this course appeared 
in a volume called “Teaching Psychotherapeutic Med- 
icine.” * It deserves to be widely read because the book il- 
lustrates a practical method whereby the physician can be 
provided with usable knowledge of brief psychotherapy. 
Local medical societies in cooperation with the Amer- 
ican Psychiatric Association can set up practical post- 
graduate seminars using a similar method of instruction. 
In areas where it is not possible to participate in this type 
of organized clinical instruction, physicians should ask 
the practicing psychiatrist in their area to arrange some 
evening seminars. These meetings will prove stimulating, 
interesting, and instructive. Clearly the responsibility of 
a specialist in psychiatry in the preservation of mental 
health goes far beyond his consultation room. The phy- 
sicians in his community need guidance in the carrying- 
out of a mental health program. Medical science does not 
have all the exact answers to all the problems of mental 
illness, but it does have many. These answers must be 
used until better information is at hand. 


OPPORTUNITIES FOR COMMUNITY LEADERSHIP 


We have seen that the doctor is important in the preser- 
vation of mental health when he is in his consulting room 
or at the hospital. His importance and responsibilities go 
far beyond these walls. He is also a citizen with special 
status. He ought to be a more powerful community force 





6. Kanner. L.: Child Psychiatry, ed. 2, Springfield, Ill., Charles C 
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Neuroses of Children and Adults, New York, W. W. Norton & Company, 
Inc., 1937. 

7. Witmer, H. L., editor: Teaching Psychotherapeutic Medicine, New 
York, Commonwealth Fund, 1947. 




















330 MENTAL HEALTH—TALLMAN 





in matters effecting mental health than he is at present. 
A human being is no healthier than his environment. If 
he lives in an environment in which infection is rife, his 
chances of avoiding illness are obviously less than those 
of persons who live where public health and sanitation 
are good. In the same way, a patient’s personality and his 
psychosomatic status is no better than the emotional en- 
vironment in which he lives. Any physician in general 
practice, or in psychiatry for that matter, needs to under- 
stand that the mental health problem of our country 
and his community is, in a very real sense, a problem of 
public health and that he is expected to assume a role 
of leadership in the community in its effort to better the 
emotional environment in which children are growing and 
in which its people are aging. Unfortunately, in matters of 
mental health, many communities receive little help from 
the doctors and have, therefore, turned to other leader- 
ship, perhaps less able but certainly more active. 

Education.—The doctor as a citizen needs to find out 
for himself if the schools in his community operate in 
a manner that helps to preserve the mental health of 
pupils. He should learn if the children are being helped, 
first, to understand themselves and then to contribute 
of themselves to the school community. Is the school en- 
vironment in which they live and work likely to give them 
an opportunity to maintain their own individuality or are 
the methods used in the school more likely to turn out 
stereotyped personalities? Is the school life democratic or 
is it so authoritarian that the pupils leave school with little 
maturity and a lessened sense of personal responsibility 
to the group? May the program, on the other hand, be so 
permissive as to cause bewilderment and frustration 
among the students, thus tending to make them somewhat 
purposeless in their life goals? Do the high schools recog- 
nize that relatively few of their pupils will go on to col- 
lege and consequently provide some preparation before 
graduation for family living and parenthood? Most 
high schools now give vocational guidance, but the doc- 
tor needs to find out if the high schools in his community 
provide some help in meeting the adjustment problems 
of young persons. The schools may provide family-life 
courses, but their value lies in who gives them, the in- 
structor’s training, and the course content. The schools 
are turning out the parents of tomorrow and the school 
leaders, and the material the schools teach will have much 
more effect on the mental and physical health of suc- 
ceeding generations than may be supposed. It will un- 
doubtedly be a long time before schools do as good a job 
with personality health as they do now with physical 
heaith, but they are aware of the need and are doing the 
best as they see it. Certainly in the early stages of this 
development, the doctor should stand ready to help with 
knowledge, understanding, and influence. 

Public Health-—The physician should ask himself 
these questions: How well does he understand the activ- 
ities of his local health department in its efforts to pre- 
serve mental health? What is being done in the prenatal 
and well-baby clinics to help mothers understand behav- 
ior growth as well as physical growth? Perhaps the public 
health nurse needs more help from him in this part of 
her work. 
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Organized Recreation.—In the United States each 
year ** about 265,000 children between the ages of 7 and 
17 come before the juvenile courts. What happens to 
these children when they are brought to court? The 
doctor may be inclined to say that these are correctional 
problems; this is true, but frequently the correctional 
problems stem from sick personalities. It is the phy- 
sician’s job to deal with sick personalities wherever and 
whenever he can be helpful with his special knowledge 
of human behavior. In this area he should be concerned 
with the facilities for the children and young persons in 
the social life of the community. He should discover if 
there are constructive and interesting activities available 
under proper guidance or if the young persons are left 
to their own devices. Such disorganization might create 
an adverse social and psychological nidus that would 
result in serious personality problems that might in turn 
give rise to physical symptoms. It should be remembered 
that a large part of medical practice consists in treating 
persons of all ages suffering from stress diseases. If these 
persons are to get well, the stress has to be recognized 
and treated along with the somatic disturbance. 

Mental Hospitals —A great many communities in this 
country have large mental hospitals near them. It is the 
doctor’s responsibility thoroughly to know what treat- 
ment is provided for their patients in these institutions. 
Remember that all patients in mental hospitals have been 
examined by physicians and that nearly all had family 
physicians. The doctor who advises mental hospital 
admission should know the mental hospital thoroughly, 
just as thoroughly as he does the one to which he sends 
his patients for surgery. When the patient returns home, 
one of his first visits should be to his own physician. 
Unfortunately, however, patients leaving mental hospi- 
tals do not very often do this. Perhaps they feel somewhat 
unwanted at the physician’s office, but they would come 
if they and their families were encouraged to do so. 


Social Agencies —The doctor’s community undoubt- 
edly has active character building agencies such as Boy 
Scouts, Campfire Girls, and the Y. M. C. A. and the 
Y. W. C. A. He is needed to help with all these organ- 
izations, not, as is too often the case, as a layman but 
as a professional advisor to the leaders in their task of 
understanding the personalities with which they are deal- 
ing, so that the total program and, indeed, the persons 
working with the children will be constructive influences 
in the preservation of mental health. Very frequently, 
social agencies do not take as much advantage of the 
local physician’s special knowledge as they should. He 
may sometimes be invited to serve on their boards for 
the prestige he adds, for money, or for administrative 
guidance, but too infrequently he is invited because he 
is skilled in human behavior in health and disease. 

It is obvious that the busy doctor cannot possibly 
assume leadership in all community problems. He must 
choose one or two of special interest to him and approach 
this choice as a physician interested in preventative phys- 
ical and mental medicine. By thus limiting his community 
participation to his real interests, he will be effective; 
for example, if the choice is the school board and ques- 
tions of special education for the handicapped or unusual 
disciplinary problems come to his official attention, he 
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can prepare himself by supplementing his knowledge if 

eed be so that his public prescriptions are good medi- 
cine. If his special community interest lies in serving as 
an Officer in the county medical society, a fine oppor- 
tunity for teaching and learning in the field of mental 
health is readily available. Topics of psychiatric import 
can be scheduled, seminars arranged, and special guest 
speakers invited. The guest speakers might well include 
the domestic relations or juvenile court judge or the 
school principal or the head of the local family agency. 
These professional persons view the doctor’s patients in 
a different setting, one in which stress factors are often 
clearly evident. 


IMPROVING MEDICAL EDUCATION 


There is another very important area that is the doc- 
tor’s own responsibility. Each attended a medical school. 
He should discover if his school is now doing a good job 
of teaching psychiatry; if there are enough hours of 
instruction to provide knowledge that he has since found 
valuable and did not receive at school; and if the graduate 
has the necessary psychiatric knowledge to make possible 
the practice of comprehensive family medicine. Perhaps 
a lack of basic training in psychiatry explains why many 
doctors are uncomfortable in the presence of the neurotic 
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and the mentally ill and thus tend to shut the problem 
out of their mind. There is a volume, published in 1952 
by the American Psychiatric Association, called “Psy- 
chiatry and Medical Education,” * which will provide 
background material for evaluation of the medical 
school. This book summarizes what should be provided 
for the medical student today. It is important that the 
doctor inform himself about these matters and that he 
make his opinion known to his alma mater. 


SUMMARY 


There are many opportunities open to the doctor who 
is sincerely interested in assuming his part in preserving 
mental health. Primarily, he can contribute by consider- 
ing the personality disorders of his patients as indivisible 
from their physical disorders, that is, by treating the 
“whole person.” Second, he can accept positions of 
leadership in community organizations and groups dedi- 
cated to improving environmental and social conditions. 
And third, he can interest himself in improving the 
course content of the medical school he attended, so that 
future graduates will have the knowledge necessary to 
maintain a high level of community mental health. 


8. Psychiatry and Medical Education: Conference on Psychiatric Edu- 
cation, 1951, Washington, D. C., American Psychiatric Association, 1952. 





MENTAL HYGIENE CLINICS OF 


THE VETERANS ADMINISTRATION 


STUDY OF FUNCTIONINGS, TRENDS AND EFFECTIVENESS 


I. S. Dribben, M.D., Albany, N. Y. 


In July, 1951, the Committee on Veterans Affairs of 
the American Psychiatric Association initiated a study 
of the mental hygiene clinics of the Veterans Administra- 
tion. The purposes were to describe and publicize this 
large group of clinics, to appraise their effectiveness in 
rendering service to the psychiatrically disabled veteran, 
and to utilize the data for discussion of the trends within 
this group of clinics and, because of their large number 
and distribution in this country, for a commentary on 
modern American psychiatric outpatient care. 


There are four types of clinics represented: (1) a re- 
gional clinic, which operates from the regional branch 
office of the Veterans Administration and which provides 
psychiatric service to 51 areas demarcated in this country 
by the VA for organizational and administrative pur- 
poses; (2) a hospital clinic, which operates in the out- 
patient department of a veterans hospital, usually a 
neuropsychiatric specialty hospital; (3) a traveling clinic; 
and (4) a contract clinic, which are units associated with 
regional offices that operate in areas adjacent to these 
offices and are directed by qualified private psychiatrists 
who organize clinics meeting prescribed standards of the 
VA. The contract clinic supplements the day service of 
the regional clinic by operating in the evening. The re- 
gional and hospital clinics are operated by the Division 
of Psychiatry and Neurology of the VA central office, 
Washington, D. C. The contract and traveling clinics are 
indirectly controlled but are closely supervised by the 
contract-psychiatrist through the regional office. 


ANALYSES OF DATA 


Questionnaires were returned by 96 of a total of 104 
clinics. Responses were received from all regional, hos- 
pital, and traveling clinics. Eight contract clinics were not 
heard from for these reasons: (1) discontinuation of a 
clinic; (2) difficulties encountered in furnishing data, due 
to the fact that some contract clinics are subsections of 
a larger community clinic; and (3) their relatively small 
size and administrative facilities. 

Of the 96 questionnaires returned, however, only 83 
contained answers with analyzable material. Certain 
clinics acknowledged receipt of the questionnaire but 
were unable to answer the questions. This was due to 
factors such as insufficient secretarial help or the transfer, 
combination, or discontinuation of some clinics. The ma- 
terial, in other cases, was incomplete, for example, only 
some questions answered and others left unanswered. 
Therefore, the exact number of responses on which each 
figure in a table is based has been inserted in brackets 
next to the figure, to enable the reader to more easily 
evaluate the validity of the result. The material was 
statistically analyzed by the method of weighted averages 
and frequency distributions. There were 42 such tables 





From the Department of Psychiatry, Albany Medical College, and 
Designate Director of the Albany Veterans Mental Hygiene Clinic. 

The questionnaire used in this study was approved by the Committee 
on Veterans Affairs of the American Psychiatric Association under the 
chairmanship of Dr. David J. Flicker. The excellent responses were made 
possible by the cooperation of the Psychiatry and Neurology Section of 
the Veterans Administration. 
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computed for the regional and contract clinics, inasmuch 
as sufficient material was available. The material for the 
hospital and traveling clinics was not sufficient for this 
type of statistical analysis; therefore, gross averages were 
considered more appropriate for informational purposes. 
The term “average” as used subsequently will, therefore, 
denote weighted averages for only regional and contract 
clinics. 


A Study by the Veterans Committee of the American 
Psychiatric Association of Mental Hygiene Clinics 
of the Veterans Administration * 


I—OBJECTIVES: What are the treatment objectives of your clinic? 
(a) To restore the physical and mental status to the level which the 


(ce) 
II—CASE LOADS: 


(b) What constitutes the personnel of your clinic? 
Hours Treatment 
Weekly per Hours per 
Number Person Person 


(1) Neuropsychiatrists Full time 
Part-time 


(2) Clinieal Psycholo- Full-time 
gists Part-time 
(3) Psychiatrie Social Full-time 
Workers Part-time 
III—TECHNIQUES: 
(a) What are the basic psychiatric approaches of your clinic toward 


(b) What percentage of the clinical psychologist’s time is used for: 
CT) TRIO, cco cccdvsctcocee (2) Psychotherapy 

(c) What percentage of the psychiatric social worker’s time is used 
for: 
(1) Diagnosis, i. e., social service histories?.................-eeeee 
(2) Current social problems‘ 


IV—DIAGNOSIS: 
(a) What percentage, approximately, of your cases fall into the 
following general categories? 
(1) Neuroses Mental deficiency 
Oe a a sasncinncihen eects (5) Organie with secondary 


(3) Psychopathic TEACTIONS........cccccccccces 
personality 


V—CRITERIA FOR TYPE, LENGTH AND 
TREATMENT: 


es Ee Oe ee a ee 
(2) By the neuropsychiatrist and/or the chief neuro- 


(b) What percentage of your patients have been discharged as: 


(1) Completely recovered (i. e., successful adjustments in all 
GE Fbsececctcesceresvessvess 


(2) Partially recovered (i. e., improved adjustments in some 


* Questionnaire distributed to 104 clinics. 


Objectives of Treatment.—Most of the regional and 
traveling clinics had as their objective achieving the max- 
imum potentialities of the patient. The contract clinics 
showed wider difference of opinion while the hospital 
clinics were divided. There was neither complete agree- 
ment nor marked uniformity of opinion in the responses 
of the 76 clinics who answered this question. 

Thirty of the 49 regional and 10 of the 29 contract 
clinics listed as their primary objective bringing the pa- 
tient to the level of his maximum potentiality. The main 
objective attempted by the next largest number of clinics 
(regional, 8; contract, 7) is restoration at least to pre- 
military levels. A small number (regional, 2; contract, 
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3) have the alleviation of symptoms as their principal 
concern. The three hospital clinics answering are evenly 
divided as to these three objectives. Both traveling clinics 
attempt only to restore the patient to his premilitary level. 
Smaller numbers of regional and contract clinics, those 
not listing one of the three as specific goals, are con- 
cerned with several or all objectives. 

Case Load and Personnel.—The 76 clinics who re- 
ported on this question had a combined total of 20,177 
patients in active treatment at the time. The regional clin- 
ics carry the largest case loads and represent the working 
units that serve most of the veteran patients. Their total 
case load (18,146) and average far exceed that of the 
contract clinics (1,593). The hospital and traveling clin- 
ics treat relatively few, 281 and 157 respectively. 

The large number of professional personnel involved 
in this group of clinics becomes apparent when we exam- 
ine the responses (table 1). There are roughly 200 full- 
time and 400 part-time psychiatrists utilized, along with 
somewhat lesser numbers of psychologists and social 
workers. There are about 50 regional clinics operating 
with an average case load of 386. Next comes the contract 
clinic, about 30 in number, treating an average case load 
of 66. To these units may be added three hospital clinics 
and several traveling clinics, treating average case loads of 
about 94 and 78 respectively. The regional clinics use an 
average of three full-time psychiatrists, psychologists, and 
social workers and about the same number of part-time 
personne]. Full-time personnel work 40 hours weekly 
and part-time workers about one-half of this. The psy- 
chiatrist devotes about 66% of his time to treatment 
while the psychologist and social worker devotes about 
25% of his time. The contract clinic has an average of 
one full-time and six part-time psychiatrists and one part- 
time psychologist. It has one part-time social worker in 
all clinics and a full-time social worker in every other 
clinic. As in the regional clinic, the full-time worker de- 
votes 40 hours weekly but the part-time clinic worker 
only about 8 hours per week. The psychiatrist devotes 
about 100% and the psychologist and social worker 
about 12% of their time to treatment. 

In terms of professional hours of treatment given 
weekly by the clinic team, the average regional clinics give 
210.9 hours for an average case load of 386. The psychi- 
atrist gives 50% of this, while the psychologist and social 
worker give 25%. The average contract clinic gives 92.1 
hours for an average case load of 66, of which the psy- 
chiatrists’ time make up 72%, the psychologists’ 7%, 
and the social workers’ 21%. The professional hours of 
treatment given at the hospital and traveling clinics are 
omitted from discussion because of the relatively small 
number of patients treated in these. 

Techniques.—Terms such as analytic, eclectic, and 
dynamic were commonest in the reports from 81 clinics 
describing their basic approaches. The use of the terms 
“Meyernian” or “psychobiological” was relatively small. 
This question drew one of the highest responses, 81 clin- 
ics answering this question. More than half of the re- 
gional and contract clinics (55% ), which treat the ma- 
jority of patients, use the eclectic approach. The term 
“eclectic” here was used also to include techniques listed 
as psychotherapy, dynamic, psychodynamic, dynamic 
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therapy, and interview technique. No hospital or travel- 
ing clinics employ this approach, but they are about 
evenly divided in the use of the analytic and Meyernian 
techniques. Of the regional clinics, the analytic approach 
is used by 38% and in the contract clinics by 41%; the 
Meyernian system is used by only a very small percentage 
(4% ) in each group. 

In regard to the determination of the treatment pro- 
gram, there was a difference of opinion (table 2). The 
regional clinics showed preference for the general con- 
ference method, whereas the contract clinics preferred 
the psychiatrist-chief psychiatrist conference method. The 
hospital and traveling clinics also showed difference of 
opinion. 
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EVALUATION OF RESULTS 


It is evident that we are dealing with a large outpatient 
load and a psychiatric organization that has been formed 
to meet its needs. The outpatient unit that treats most 
veteran patients today is the regional clinic; this is sup- 
plemented by the contract clinic. The majority of pa- 
tients treated are psychoneurotic, but psychotic patients 
are also treated. The treatment objectives of the clinics 
are not uniform. Various techniques are used to attain 
these objectives. The eclectic and analytic approaches 
predominate. The results of treatment in all clinics is, in 
general, the same. These clinics offer chiefly psychother- 
apy. Somatic treatment, in general, is referred to the divi- 
sion of inpatient care. The individual patient’s situation 


TABLE 1.—Personnel and Use of Time for Each Type of Clinic 





Psychiatrists, full-time 


Total average weekly treatment hours.................cceeeeeeceeeeeee 


Psychiatrists, part-time 
IESE Ee A RC NEE Ee EN OE a ee EORTC eT 
I tet ose igs dak ee pene eh ee neesbeed sere eeesbadauN des 
I a cai cldnien atas ese eriieunscepietanieebneeeeves 
Total average weekly treatment hours..............scececcecscccescces 


Psychologists, full-time 
sd bk eiediein Seen eet rhedqueaeee hreNdiekeerresTsaeees 
I ida wii 6s 06 60560654 obkshe ee PEERS ENS CRYEES OES 4ODEOS 
eg a ina kaa EAE RENE CORNER NCEE RD SERESOS 
DaGed GUSPRMS WERT GHOROMNOME BOER ecco icc ccc ccccecccvvccscccdvcvece 


Psychologists, part-time 
i ds aucns jee peveeidbaddeethdsieubnbeneiineesersednensts 
I snnitntinkbsedksé ndudidnetenvesns ps00ntessestoneneeaeses 
Weekiy CHORtMORS BOUTS... 0c cccccccscccvcess 
Total average weekly treatment hours...............ceceeeeccececccees 


Social workers, full-time 
ek che aiceesabs bse ouemebbebnee hes stab ereawlsedened 
ns ts eee oeeh a ceeinamns bop era seeeb ee ebaee aise ee 
ed a naa se din nwne hub ahee wn aiee er eedReebsie 
Total SVETHMS WHOA GIONEMORE BOUTS... woe cc ccccccccccccccsssvscccccce 


Social workers, part-time 
Se De lia 5s Hib ceabbeeueNeNnkd40b.06 eee onheeeesnebebseone 
cients envestccuwes s0e0essinenses ° 
Pe CD rasa 605005 s4655ic0dscaceeness 
Total average weekly treatment hours................ 


Regional Contract Hospital Traveling 
152.0 (49) * 26.0 (28) 4.0 (3) 3.0 (2) 
3.1 (49) 0.9 (28) 1.3 (3) 1.5 (2) 
24.8 (42) 26.5 ( 4) 

76.9 23.9 

167.0 (49) 194.0 (28) 13.0 (3) 8.0 (2) 
2.6 (49) 6.9 (28) 43 (38) 15 (2) 
10.9 (37) 6.1 (1) 

28.3 42.1 

125.0 (49) 5.0 (28) 1.0 (3) 10 (2) 
2.6 (49) 0.2 (28) 13 (3) 0.5 (2) 
14.4 (41) 20 (1) 

37.4 14 

147.0 (49) 22.0 (28) 4.0 (3) 0.0 (2) 
3.0 (49) 0.8 (28) 1.3 (3) 0.0 (2) 
4.6 (25) 70 (4) 

13.8 5.6 

175.0 (49) 14.0 (28) 4.0 (3) 10 (2) 
3.6 (49) 0.8 (28) 1.3 (3) 0.5 (2) 
14.0 (43) 19.5 (1) 

50.4 15.6 

34.0 (49) 28.0 (28) 0.0 (8) 0.0 (2) 
0.7 (49) 1.0 (28) 0.0 (3) 0.0 (2) 
5.8 (34) 4.5 (34) 

4.1 4.5 





* 


Numbers in parentheses indicate clinics answering each query. 


Diagnosis.—It is evident that the same type of patient, 
in general, is being treated in all clinics. There is con- 
siderable similarity in the answers given by 75 clinics. 
Patients with neuroses (psychoneuroses) are the most 
numerous. Patients with psychoses are also treated to 
considerable extent. A relatively small number of pa- 
tients with psychopathic personalities (personality dis- 
orders), mental deficiencies, and organic conditions with 
reactive emotional disorders are treated. 

Results of Treatment.—The answers to the question 
concerning results of treatment showed a fairly con- 
sistent pattern. Partial improvement was reported in 
about 50% of the cases. Complete improvement was 
considered to be attained in from 5 to 15% of the pa- 
tients. There was a relatively high percentage of patients 
refusing treatment, the highest being reported by the 
two hospital clinics. About 7% of patients move to other 
areas during treatment. This might be designated a shift- 
ing patient load. 


is considered. The regional, hospital, and traveling clin- 
ics operate usually during the day, the contract clinics in 
the evening. The traveling clinic gives care to patients in 
outlying areas who would find it difficult to travel to the 
regional and contract clinics. The regional clinic, func- 
tioning every day in the week with full-time personnel, 
has advantages in the utilization of daytime hours, op- 
portunities for exchange of ideas in a group of full-time 
workers, and advantages possibly in the physical factors 
affecting the therapist, for example, maximum utilization 
of energy during the day. On the other hand, many pa- 
tients do not wish to have interruptions in their working 
days and find the evening hours more convenient. This 
undoubtedly has therapeutic value. The evening hours 
are attractive to qualified psychiatrists in the area who 
are willing to devote part of their time to the treatment 
of veterans. This type of therapist also brings a more 
diversified approach to the patient because his practice 
includes a wider cross section of psychiatric cases. 
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BENEFITS OF TREATMENT 

Certain trends emerge that are of interest. It is note- 
worthy that there is a difference of opinion on the objec- 
tives of treatment. Most of the clinics stated that they de- 
sired to work toward maximum potentialities rather than 
premilitary status or relief of symptoms. This would in- 
dicate that the veteran patient has the opportunity to 
benefit, in some cases, from psychiatric care directed 
toward a goal that he probably would not have received 
if he had not been disabled. In other words, these clinics 
are affording many veterans an opportunity for person- 
ality growth that they would otherwise have been unable 
to afford. The veteran has the opportunity to receive psy- 
chiatric care aimed at personality development beyond 
his premilitary level. It has been pointed out that having 
maximum potentialities as a goal can be looked upon as 
a bonus rather than an extravagance. On the other hand, 


TABLE 2.—Techniques Used by Each Clinic 


Regional Contract Hospital Traveling 
(48) (28) (3) (2) 
—_———~ -—--—— —_—-—_ ~---— te; —-hae, 
No. % No. % No. % No. % 
I  isiciiesccvcceess 30 63 12 41 ee a 1 50 
POIIIE . c cnccccccvcese 14 29 11 338 es ee 1 50 
Psychiatrist and chief..... 4 s 6 21 2 100 > 
* Conference indicates psychiatrist, chief, and other members of the 
clinic team such as psychologist and social worker. 


Diagnosis of Patients for Each Type of Clinic (Percentage) 


Regional Contract Hospital Traveling 
(42) (28) (3) 2) 


PE pacckvieneresneneds 61 78.1 
EES POG Ge REO 23 20.6 
Psychopathie personality... 2.0 
Mental deficiency 04 


Organic with secondary ; 
emotional factors......... 9 1.8 
97.7% 102.9% 100% 100% 
* The percentages do not add up to exactly 100% in all cases because 
some questionnaires were incompletely answered. 


Results of Treatment Reported by Each Type of Clinie (Percentage) 


Regional Contract Hospital Traveling 
(38) (26) (2) (1) 
Complete improvement........ 9 15 5 10 
Partial improvement 5 50 50 70 


Patients refusing further 
treatment 22 16 52 22 


Patients who moved to 
another area 7 4 7 


it might be asked if this is an obtainable objective in all 
cases and also if the intensive care of selected patients 
does not tend to detract from the more equitable spread 
of psychiatric service. The veteran patient, statistically, 
receives more treatment time in the smaller contract 
clinic than in the regional, suggesting a trend to more 
intensive psychotherapy in the contract clinics. It is also 
of interest that the contract clinics report more improve- 
ments and fewer patients refusing treatment. Several 
clinics (contract) desired authorization for more fre- 
quent visits so that more intensive treatment could be 
given, stating that good results could be obtained more 
quickly this way. 
TYPES OF THERAPY 

In regard to the use of the ancillary professional time, 
it is evident that both the psychologist and the social 
worker are utilized to some degree in the treatment of 
patients. They are used more in the regional than in the 
contract clinics. They are used most in the smaller units 
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such as the hospital and the traveling clinics. The use of 
the psychologist and social worker in psychotherapy is of 
interest. It is evident, however, that they are generally 
working in clinics with psychiatrists, a situation suggest- 
ing supervision. It is also interesting that the eclectic and 
analytic techniques predominate. The word “dynamic” 
was frequently used. A more detailed questionnaire, using 
terms such as “deep level,” “insight therapy,” and “‘in- 
terpretation therapy,” might clarify this interesting point 
in the future. The conference method has, possibly, ad- 
vantages in that it offers a team approach to the treatment 
program. It is used more in the regional than in the con- 
tract clinic, possibly because of time factors. The correct 
treatment program is of vital importance to the patient, 
and the waste of time in misdirected programs is ob- 
viously of economic importance to the Veterans Admin- 
istration. More use of the social service worker in the 
“intake examination,” where motivations could be con- 
sidered, was suggested. The relatively high percentage of 
patients with psychoses undergoing psychotherapy is 
another interesting and encouraging trend. 


COMMENT 


It is impossible to establish results on an objective 
basis at this time. This phase of the study was discussed 
with the Committee on Therapy of the American Psy- 
chiatric Association. There is no doubt that more objec- 
tive standardization is desirable and could well be ap- 
plied to a study of this type. It must also be realized that 
in this project there is a selected group of patients, i. e., 
largely, young adult men. A comparison with results 
from other large clinics would be of value. There is need 
to go further into the high number of patients refusing 
further treatment. It is difficult also to evaluate the ef- 
fectiveness of these clinics by statistics alone. It is ob- 
vious that they are relatively well-organized and well- 
staffed units, devoted to giving psychiatric care to per- 
sons who have been partially or totally impaired by emo- 
tional disability in military service. The statistics, while 
subject to the criticism of vagueness, nevertheless do in- 
dicate that a certain percentage of these persons are 
helped. This fact alone, of course, has an inestimable 
value in personal happiness and improved community 
functioning. Our data at this time are inadequate to point 
out in dollars and cents the value of a person able to 
maintain even a marginal adjustment outside of the hos- 
pital. The relatively low cost of maintenance of a veteran 
on psychotherapy in a Veterans Administration mental 
hygiene clinic might be compared to the present cost of 
hospitalization. The monthly cost of an average patient 
receiving treatment at a contract clinic amounts to 
roughly 6% of the cost of hospitalizing him for one 
month. The veteran patient, in general, receives more 
time in psychotherapy from these clinics than from any 
other unit of the Veterans Administration. The hospital 
stay of veteran patients with psychiatric disability is 
shortened in many borderline cases because it is possible 
for treatment to be continued on an outpatient basis. 
When the difficulties in staffing hospitals today are con- 
sidered, factors such as these are significant in estimating 
effectiveness. 
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SUMMARY AND CONCLUSIONS 


The results compiled from a questionnaire reveal that 
the various types of mental hygiene clinics of the Veterans 
Administration are treating a large number of psychiatri- 
cally handicapped patients. The operation of these clinics 
reflects modern psychiatric methods of treatment in an 
outpatient setting and the application of the “team” con- 
cept, namely, the psychiatrist, psychologist, and social 
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worker working together. It is of course evident that fur- 
ther clarification of certain functionings will be of scien- 
tific and economic value. When the magnitude of the pa- 
tient load and the professional personnel are considered, 
however, it is also evident that the regional, hospital, trav- 
eling, and contract types of mental hygiene clinics are 
today rendering an important service to the communities 
of the United States. 





CONFLICTS BETWEEN PSYCHIATRY AND RELIGION 


George Christian Anderson, S.T.B., New York 


In a recent article discussing the early training of 
psychiatrists, Dr. Bernard H. Hall * points out that one 
reason medical students reject psychiatry as a career is 
that “psychiatry is irreligious.” While some astute ob- 
servers question whether religion and psychiatry can 
really be compatible, a careful examination of the rela- 
tionship between psychiatry and religion suggests that 
psychiatry might be more religious than commonly sup- 
posed and religion more psychiatric than ordinarily 
suspected. What are the facts? 


FREUD AND RELIGION 

It was no surprise that religious groups looked with 
suspicion, if not with horror, at the sexual theories of 
Freud. Many religious. leaders feared Freud’s concept of 
sexuality threatened the foundations of morality, while 
his teachings concerning the unconscious and free asso- 
ciation endangered the traditional theological doctrine 
of the freedom of the will. Freud’s attitude toward or- 
ganized religions did not win him many church friends 
or influence religious people. His statement that God is 
a “father-image” invented by man was as dogmatic as 
many religious superstitions held during the Middle 
Ages. He made too sweeping a claim in asserting that 
religion was a compulsion neurosis. Any life activity 
may be used as a compulsive neurosis. A too rigid con- 
cept of science can be as compulsive as a too rigid 
concept of theology. Despite the attractiveness of many of 
Freud’s theories, some of his concepts were propounded 
with a dogmatism too rigid for many critical scientists 
or liberal theologians. 

Serious students of psychiatry know that psychiatry 
and Freudian psychoanalysis are not synonymous terms. 
True, Freud opened many doors of psychiatric knowl- 
edge; his theory on the etiology of the psychoneurosis, 
that of repression, was a fresh viewpoint. Also new was 
his technique of free association for the treatment of 
the abnormality resulting from repression. His theories 
concerning the existence of the id, superego, and the ego 
suggested exciting possibilities for therapy. But Freud- 
ianism is but a part of the whole field of psychiatry, 
albeit an important part. Jung, Adler, Horney, Sullivan, 
Rank, and Fromm differ from Freud’s total theory of 
sexuality. Few modern psychiatrists follow Freud faith- 
fully, and many violently disagree with him. 

Psychiatry moves forward on many fronts; psycho- 
analysis is but one facet of the field. Other activities such 
as the research of biologists and chemists in abnormal 


psychology are continually throwing new light on the 
problems of emotional disorder. Equally important are 
the contributions of social psychology and cultural an- 
thropology in informing psychiatry of the consequences 
of social environmental factors and stress on personality 
maturation. The search for mental health involves at 
least a three dimensional aspect: investigation concern- 
ing the functioning of the mind, investigation concern- 
ing the relationships between psyche and soma, and 
research concerning what happens to psyche and soma 
in conflict with social environment. Iago Galdston * 
asserts that the theories on the etiology of psychiatric 
illness that still hold sway can be listed under eight 
descriptive headings: (1) the demoniacal-moral, (2) 
the hereditary-constitutional, (3) the toxic-traumatic, 
(4) the asthenic-disintegrative, (5) the repressive- 
analytical, (6) the ergological, (7) the socioenviron- 
mental, and (8) the ecological. For religious groups to 
condemn all of psychiatry because of psychoanalysis is 
to ignore other significant developments and research in 
the alleviation of emotional ills. 

Popular interest in psychoanalysis has tended to 
prejudice many laymen in judging psychiatry; this is 
understandable because of curiosity concerning human 
emotions and behavior. The intimate details of one’s life 
have a special glamour. However, not all religious 
groups totally condemn psychoanalysis. Pope Pius XII 
in a recent speech to a group of eminent psychothera- 
peutists and clinical psychologists expressed his approval 
of psychoanalysis as one of the weapons in the armory 
of modern healers, provided “the truths established by 
reason and by faith and the obligatory precepts of 
ethics” were observed." 


APPRECIATION OF PSYCHIATRY WITHIN RELIGION 

The growing appreciation of psychiatry within re- 
ligious circles promises to inaugurate one of the most 
significant movements of our day. Some Protestant semi- 
naries have introduced courses that they frankly cata- 
logue “Psychiatry and Religion.” Other theological 
schools make some effort to teach the relationships be- 
tween psychiatry and religion in courses labeled “Pastoral 
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Psychology.” The insights, assumptions, and techniques 
coming from psychiatry are being recognized as valuable 
tools for clergymen in dealing with the emotional needs 
of the parishioner. Protestants, Roman Catholics, and 
Jews are beginning to examine psychiatric findings that 
may have significance for religion. 

Today, most theological journals usually include arti- 
cles on the relationships between psychiatry and religion. 
These articles, although recognizing controversial areas, 
suggest a growing acceptance of the significance of psy- 
chiatric concepts and research. Training programs are 
being envisaged for the clergy and other religious workers 
so that psychiatric principles can be better understood and 
opportunities provided for the utilization of psychiatric 
processes in pastoral counseling. During the last decade, 
several thousand clergymen have received some insight 
into psychiatric areas as a result of clinical training in 
mental and general hospitals. Directors of institutions 
dealing with the emotionally ill (including penal and 
reform institutions) are beginning to search for chap- 
lains who have some knowledge of psychiatry and men- 
tal health factors. While such chaplains are difficult to 
find because of the lack of adequate facilities and op- 
portunities to obtain training concerning the dynamics 
of behavior, the growing appreciation of psychiatric 
research is attracting many young clergymen. While 
obviously no attempt should be made to make pseudo- 
psychiatrists out of clergymen, pastors can be of enor- 
mous help in referring parishioners to psychiatrists when 
professional psychiatric help is indicated. Indeed, the 
recognition of the pastor’s own limitations in dealing 
with emotional problems is one of the most significant 
insights a clergyman can possess. But the pastor must 
have some training in mental health before he can recog- 
nize his limitations and the scope of mental problems. 

The war between science and religion that dominated 
the Victorian era is now seen as a war between scien- 
tists and theologians rather than a serious conflict be- 
tween the two disciplines. Today, one suspects that a 
similar situation obtains between certain religious lead- 
ers and certain psychiatrists. Obviously, psychiatry as a 
science cannot be blamed for the opinions and attitudes 
of some psychiatrists or analysts any more than theology 
can be measured by the decrees of some clergymen. Poor 
representitives of both fields are inevitable. 


GOALS OF PSYCHIATRY AND RELIGION 

A careful examination of the goals of religion and 
those of psychiatry reveal marked similarities. While it 
must be recognized that valid differences exist, the area 
of agreement is larger than most people recognize. 
Psychiatry is often described as the development of 
mature interpersonal relations within the framework of 
the social environment in which the patient is living. 
Religion, too, is a study of processes that involve inter- 
personal relationships. For religious groups, spiritual 
values are the norms of social adjustment. Psychiatry 
may reject the theological language of religion, but many 
psychiatric principles have spiritual overtones. The re- 
spect for the integrity of the person, the doctrine of 
reality and honesty, the principle of rapport, and the 
principle of transference parallel religious attitudes in 
human relationships. 


J.A.M.A., May 22, 1954 


Both psychiatry and religion attempt to guide a person 
toward mature growth. This often involves spiritual 
growth. Religion has always been aware of the com- 
plexity of the human soul; the doctrine of sin implies 
the existence of uncontrolled inner drives. Psychiatry 
serves as an ally to religion in attempting to show the 
nature of the instinctual unconscious and the strength of 
the impulses that come from it. Unconscious conflicts 
involving love, hate, anxiety, and guilt must be revealed 
and ofttimes weakened before these conflicts can release 
their pathological inhibiting hold over will power and 
intellect. Psychiatry has something distinctive to offer 
religion in this quest for self-revelation because of spe- 
cial skills employed in the investigative method. Man 
cannot fight his fears in the dark; he needs the clear light 
of understanding in order to meet the challenges that 
pour from his unconscious into consciousness. An aware- 
ness of one’s unconscious often reveals frustrating and 
creative potentials. This is good psychotherapy. It is also 
good religion! 

Despite the fact that psychiatry as a distinctive medi- 
cal specialty is comparatively new and that many of its 
concepts have yet to be substantiated, it has grown 
rapidly in scientific respectability. We have had psy- 
chotherapists since the dawn of medicine; even the tribal 
medicine man was probably more concerned with.emo- 
tional problems than bodily ailments. Plato, Aristotle, 
Hippocrates, and other early forgers of modern medical 
theories stressed the unity of the body and soul. Psy- 
chiatry is furthering an emphasis that was beginning to 
be overlooked by medicine, that man is a unity of mind 
and body. The psychosomatic viewpoint in medicine, 
which really implies the older concept of comprehensive 
medicine, is a kind of guardian angel cautioning medi- 
cine not to ignore the whole man. Problems of the soma 
can inform students of the psyche, while problems of 
the psyche can inform students of the soma; the inter- 
relationships must be seen and seriously considered in 
the treatment of the human unity. 

Psychiatry attempts to restore man to his proper 
dynamic wholeness. Man is a dynamic unity; modern 
medicine has tended to overlook this fact under the 
domination of too narrow and mechanical conceptions 
of anatomy and physiology. Religion has never lost the 
concept of man as a unity. The body and soul together, 
united in a phenomenon called man, has always been 
the concern of religion. Any attempt to treat man as a 
psychic unity parallels the goal of religion. It is too often 
forgotten that religion historically has been related to 
healing. In the Christian religion corpus sanare (to 
heal the body), and animam salvare (to bring salva- 
tion to the soul), have since earliest times been found 
in the teachings and prayers of the church. The root 
meanings of both words “heal” and “save” are the 
same. Thus religion has practiced psychotherapy whether 
it is called by that name or something else. Our modern 
hospitals are the outgrowth of religious and monastic 
efforts to provide services for the ill; nursing professions 
have origins in early religious orders. Down through the 
ages wise physicians of men have considered problems 
of the soul in treating the needs of the body, and religion 
has been grateful to medicine whenever science has 
offered assistance in the healing of bodies and souls. 
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Psychosomatic medicine, enlightened by psychiatry, 
opens new opportunities to religion in guiding men to- 
ward healthy mental responses and behavior. Indeed, it 
is becoming increasingly clear how religion with its 
spiritual values and moral imperatives may influence 
physical and mental health. 

Meyer Friedman asserts that research in functional 
diseases sheds light on the pathogenesis of the degener- 
ative disorders, such as hypertension and possibly coro- 
nary artery disease.* Often these diseases may represent 
the final results of years of tension in persons whose per- 
sonalities and social defenses are sufficiently strong to 
resist the development of an overt neurosis. It is gen- 
erally accepted that functional heart disease is often an 
expression of tension created by social environmental 
demands. Insofar as psychiatry attempts to reduce these 
tensions by removing fear, guilt, or feelings of insecurity, 
it is contributing to the health of the whole man. Thus 
psychiatry enlightens religion in the relationships be- 
tween the body and the mind. Intelligent religion in turn 
can be of help to medicine in preventing the development 
of wrong behavior patterns that may lead to emotional 
disorders and possible bodily disease. 


DISAGREEMENT IN PSYCHIATRY AND RELIGION 

Religious critics of psychiatry may have valid objec- 
tions concerning the possible alteration of personality 
resulting from lobotomy in which certain nerve tracts 
in the front of the brain are severed to relieve anxiety 
or depression. Lobotomy has been attacked by religious 
groups because of the radical changes to personality that 
may result. Despite some assurances by leading neuro- 
surgeons that extinction of the personality does not 
occur as a result of the operation, equally prominent 
neurosurgeons assert that the patient relinquishes in 
some measure the emotional charges necessary for the 
ability to experience exultation and other joys of living. 
As long as the question concerning the specific effective- 
ness of a lobotomy is still unsettled, one can hardly 
criticize religious groups for questioning the morality of 
altering emotional behavior by surgery. Whether medi- 
cine has a right to advise a fellow human being to give 
up the struggle with anxiety and retreat to a lower emo- 
tional level is not only a scientific question but presents 
profound theological and philosophical implications. 
This aspect of psychiatry needs further study. 

It is at the point of contact between psychiatric prac- 
tices and philosophy that religious thinkers note serious 
conflicts. Whenever philosophical theories are introduced 
into a scientific field, there is bound to be valid differ- 
ences of opinion. For instance, at Harvard University 
in the 17th century, psychology was taught as a special 
division of physics “pneumatology,” which also included 
the study of angels. In the 19th century, psychology was 
used to justify the ways of God to man. Reaction against 
this philosophical and theological infiltration was inevi- 
table from psychologists who were seeking more scien- 
tific methods in their research. The separation between 
philosophy and psychology was considered essential if 
psychology was to be given the freedom any pure science 
deserves. Modern psychiatry reflects this desire to be 
free of philosophical and theological burdens. 
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The criticism leveled at Freud by religious groups 
result in part from Freud’s philosophy concerning the 
nature of man and God. Freud has been accused of 
thinking of man in purely mechanistic terms and cham- 
pioning a materialistic philosophy of human nature. 
Odenwald and VanderVeldt hold that Freud’s philoso- 
phy is often antireligious. But of non-Freudian analysis 
they assert, “Religion works on the conscious level; 
analytical psychology, to a great extent, on the uncon- 
scious level. There need be no opposition between the 
Catholic religion and analytical psychiatry, so long as 
the latter avoids smuggling into either its philosophical 
theories or its therapy any philosophical theories that are 
unacceptable to the former. . . . There are psychiatrists 
who have taken their Catholic patients’ faith away, but 
there are also others who make better Catholics out of 
them by restoring their emotional balance.” * Not all 
theologians or psychiatrists would agree with the impli- 
cation that the specific religious philosophies of a client 
should be inviolate; the difficulty of treating a religious 
patient without any reference to his religious orientation, 
becomes extremely difficult, if not impossible. 

No human activity can ever be free from philosophi- 
cal implications. As long as man is related to man, the 
relationships must be spelled out. Psychiatry, dealing as 
it does with interpersonal relations, must necessarily take 
some note of the philosophy of the social environment 
in which the patient is living. This involves the recogni- 
tion of the rules, regulations, and mores of the society 
in which the patient is expected to live. Moral values 
(which cannot be separated from spiritual or theological 
values) clamor for attention despite the claims of cer- 
tain psychiatrists that they are not interested in the 
moral aspects of emotional illness. One can approve the 
philosophical basis of morality without necessarily ap- 
proving specific moralisms by which the community 
hopes to achieve the degree of morality sought. We are 
dealing with a system of values; few would agree that 
values are not necessary. But there would be wide agree- 
ment that some specific moralisms now practiced may 
not be appropriate for certain persons or certain soci- 
eties. Indeed, it is conceivable that certain current mores 
might intensify the emotional ill health of a person and 
prevent him from attaining mature freedom. 

Without moral values, society becomes chaotic. No 
one wishes to live in a disordered society. But this does 
not mean to imply that all theological and moral values 
are of equal worth. We must separate the wheat from 
the chaff; psychiatry must have the freedom to explore 
the wheatfield and to suggest what is of real value to the 
patient. Psychiatry may not want to be drawn into theo- 
logical or philosophical controversies, but it cannot help 
but see the effect of theology and philosophy on the pa- 
tient. There comes a time in the treatment of the patient 
when some relationship to philosophy must be made. 

Religious groups often criticize psychiatrists for hold- 
ing irreligious attitudes. But such sweeping generalities 
need careful consideration. When is an attitude “irre- 





4. Friedman, M.: Functional Heart Disease, Physicians Bulletin, p. 82 
(Nov.) 1952. 

5. Odenwald, R. P., and VanderVeldt, J. H.: Psychiatry and Catholi- 
cism, New York, McGraw-Hill Book Company, Inc., 1952, p. 198. 








338 





PSYCHIATRY AND RELIGION—ANDERSON 


ligious?” What may be an “‘irreligious” attitude for one 
religious group may not be considered as such by an- 
other religious group. One set of moral values may be 
strongly urged by certain religious leaders and ignored 
by other religious leaders. The confusion becomes more 
pronounced in dealing with theological doctrines. As 
long as religious groups remain divided in what they 
believe concerning basic religious doctrines, it is difficult 
to speak of common theological values. For instance, 
some religious groups insist that the Bible is infallible; 
other religious groups would deny the infallibility of the 
Bible. Until theologians resolve their own differences 
concerning basic religious doctrines and thus establish 
universal theological concepts to which all can give com- 
mon assent, psychiatrists can hardly be blamed if some 
of their attitudes seem to be irreligious or even heretical 
to certain religious groups. 

Even though it should be granted that religion may 
be of value in the treatment of the patient, it is essential 
that the nature of the specific religion or religious ex- 
perience be carefully considered. Religious experiences 
have not always resulted in emotional good health. This 
is not to deny, however, the value of religious atti- 
tudes in developing and maintaining healthy emotional 
behavior. Yet many enlightened clergymen look with 
concern at certain pathogenic tendencies and disease- 
aggravating tendencies in some religious attitudes. Much 
needs to be done by theologians themselves realistically 
to face and resolve these conditions within their specific 
discipline. The reconstruction of attitudes affected by 
psychotherapy often results in the development of health- 
ier religious views in the patient. 

In discussions concerning man and his relationships 
to God, valid differences of opinion occur between cer- 
tain psychiatrists and clergymen. If the study of the 
mind, body, and social environment may suggest three 
dimensions of mental health, perhaps a fourth dimension 
can be added, man’s relationship to the Universe. Life 
must have some meaning that can be spelled out in 
universal and infinite terms. It is difficult to presume 
that man, a created being, has no relationship with any 
force other than himself. Without attempting to discuss 
the theological or philosophical teachings concerning the 
nature of man, let it suffice to say that the search for 
the fourth dimension in human behavior may be the 
most revealing and profound of all. At least, the prob- 
lem of this fourth dimension should not be completely 
ignored. 

Not only religious groups must reexamine many of 
their traditional concepts, but psychiatry, too, needs 
continually to scrutinize its theories. New psychiatric 
concepts are being suggested so rapidly that sufficient 
time and research is not being given to examine even 
some of the most commonly accepted principles. Any 
good science is its severest critic; psychiatry must turn 
the microscope of inquiry on its most cherished assump- 
tions to test them for unquestioned validity. Insufficient 
documentation is a weakness of modern psychiatry. Fur- 
thermore, because of the emotional overtones in psy- 
chiatry, a high degree of subjectivity is almost inevitable. 
Science flourishes best in an atmosphere of emotional 
detachment. Psychiatric concepts must be tested by a 
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multiscientific approach before relationships to other 
professional fields can yield very much of real value. 


Because of significant research and classified data, 
psychiatry has compiled important facts concerning 
human nature. Religion can benefit by this. Unless man 
fully understands the profound influence of human emo- 
tions in creating and developing a sound body and a 
sound mind, men are incapable of living together in 
peace and harmony. Religion has the unique opportunity 
in the field of mental health if for no other reason than 
that the majority of human beings in the world belong 
to some religious group. Probably no other societal insti- 
tution influences human behavior more than religion. 
An interfaith training and educational program for 
clergymen and other religious workers that would pre- 
sent the many aspects of mental health might exert a 
powerful influence not only in shaping the emotional 
attitudes of persons all over the world but also in the 
task of preventing emotional ills that interfere with good 
human relations. 

The progress made in psychiatry is providing impor- 
tant knowledge for clergymen of all faiths; opportunities 
should be made available for pastors to meet with psy- 
chiatrists, psychologists, physicians, cultural anthropolo- 
gists, and all others working in the field of mentaghealth. 
The mental health problems of society can only be met 
and understood by a multiprofessional effort bringing to- 
gether religion, medicine, and the social sciences. 

The search for mental health, which is the distinct 
contribution psychiatry makes to science, is not an 
irreligious pursuit. Religion, too, aims to change the 
inner attitudes of men. Is it too much to expect that, 
working in harmony, religion and psychiatry can lead 
mankind into a higher level of health than ever before 
experienced? 

SUMMARY AND CONCLUSIONS 


An examination of the relationship between psychi- 
atry and religion indicates a similarity of goals sought 
after by both disciplines. These goals concern the total 
health of the whole man. Freudian psychoanalysis has 
not won the universal support of religious groups because 
certain Freudian principles threaten traditional moral 
and theological concepts. But Freudian psychoanalysis 
is only one facet of psychiatry. There is a growing ap- 
preciation within religious circles of the contributions 
psychiatric research is providing. Theological schools 
are beginning to introduce courses relating these psy- 
chiatric insights to religious teachings and doctrines. 
Psychiatry is shedding light on the nature of the uncon- 
scious; this fact is important to theologians and students 
of behavior. A better understanding of the unconscious 
provides opportunities for the restudy of the theological 
doctrine of the freedom of the will. The psychosomatic 
viewpoint in medicine, enlightened by psychiatry, sug- 
gests opportunities for religious groups in guiding people 
toward healthy mental responses, thus aiding a person 
toward good physical health. Certain psychiatric prac- 
tices such as lobotomy raise moral questions that need 
to be examined before religious groups can give com- 
plete approval to such practices. The major areas of 
disagreement between psychiatry and religion concern 
philosophical attitudes and beliefs. Most of the basic 
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tenets of religion are not invalidated by the contentions 
of psychiatry; however, there are real differences that 
need to be resolved. But there is a need for theologians 
to restudy certain traditional attitudes in the light of 
psychiatric discoveries. Doctrinal differences also need 
to be resolved. Psychiatry too must reexamine some of 
its most cherished concepts before it can expect the total 
support of all groups working in the field of mental 
health. Religion can profit by psychiatric research; psy- 
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chiatry can employ religious concepts in psychotherapy. 
A need exists for a multiprofessional approach in the 
field of mental health. Psychiatry is not irreligious, for 
it aims to produce or restore good health. However, 
certain psychiatric techniques may conflict with tradi- 
tional religious beliefs. Religion and psychiatry, work- 
ing together, have much to contribute in the search for 
health. 
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EFFECTS OF PLACEBO ADMINISTRATION AND OCCURRENCE 


OF TOXIC 


REACTIONS 


Stewart Wolf, M.D. 


Ruth H. Pinsky, M.A., Oklahoma City 


Acceptable standards for evaluating the efficacy of new 
treatments have not as yet been generally agreed upon. 
Often investigators have published favorable reports on 
the action of pharmacological agents without adequately 
taking into account the extensive physiological changes 
that My follow the administration of placebos.1 The 
present study was undertaken in an attempt to provide 
an approach for small-scale studies that would be as 
foolproof as possible and one that would have validity 
even when the sought-for therapeutic effects are not 
accessible to quantitative measurement. 


The opportunity to try the approach was offered when 
E. R. Squibb & Sons requested a critical evaluation of 
reports in the literature that mephenesin (Tolserol) 
exerted a specific effect on subjective anxiety and tension 
and on their objective manifestations.* 


METHOD 


The subjects of the study were 31 patients of the New 
York Hospital, who were kept under close observation 
in a special medical outpatient clinic. Each of these sub- 
jects served as his own control. Most of them were seen 
in the clinic at weekly intervals. They were suffering from 
such disorders as peptic ulcer, migraine, muscle tension 
headache, backache, and tight muscles in the extremities. 
In all of the patients anxiety and tension were prominent 
among their complaints, and in most there were objective 
manifestations such as tremulousness, sweating, or tachy- 
cardia. Prior to treatment detailed notes were made in 
each case as to the presence of pain with location and in- 
tensity, feelings of tightness or tension, uneasiness and 
apprehension, restlessness (both subjective and objec- 
tive), irritability, palpitation, changes in heart rate, dry- 
ness of mouth, moisture of hands, tingling in the extrem- 
ities, blushing or pallor, sweating, and insomnia. 

The period of observation was broken into intervals 
of two weeks. Entries with reference to the prevalence 
of the above signs and symptoms were made in the pro- 
tocol of each patient for each two week interval. At the 
beginning each patient was told that he was being given 
a medicine to allay his tension and anxiety and to relieve 
muscle pains, if he had them. He was instructed to take 
two tablets four times a day at about 8 a. m., noon, 4 


p. m., and 8 p. m. He was also asked to return the pill 
container at the end of the two week period so that the 
unused pills would reflect any break in schedule. Each 
patient was given a new batch of pills every two weeks. 
All of the pills, placebo and mephenesin, were of iden- 
tical appearance but the patient was told that we were 
altering the dosage from time to time so that optimum 
effect could be obtained. During a seventh and eighth 
two-week period the number of pills taken from batches 
5 and 6 were doubled (four pills four times a day). 


The experimenters did not know what any of the six 
separate batches really contained. It had been arranged 
with E. R. Squibb & Sons to supply six batches of tablets, 
some containing mephenesin, 0.5 gm., and some contain- 
ing inert material (lactose). It was felt that if there were 
only two batches, one of the placebo and one the drug, 
the investigator would have a 50% chance of guessing 
which was which and thereby he might unintentionally 
influence the patient’s attitude toward one of the prepa- 
rations. With six batches of unknowns, however, the 
possibility of prejudice with its consequent suggestive 
effects on the patient was reduced to a minimum. Records 
of the code numbers were carefully kept and were paired 
with the clinical protocol summarizing each patient’s 
symptoms and signs for the corresponding two week 
period. The way in which the agents were administered 
blindly for several periods of two weeks tended to equal- 
ize the error inherent in making appraisals of the amount 
of anxiety and tension present in each patient. It was 
felt that, if mephenesin were exerting an effect attribut- 
able to its pharmacological properties, the patients should 
be noticeably better during the two week periods of 
mephenesin administration than during the placebo pe- 
riods. The doubling of the dose during the two final two 
week periods was done in order to be sure that adequate 
amounts were administered to obtain an effect. 
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RESULTS 


The findings of the study were surprisingly uniform. 
In all of the categories of symptoms and signs, roughly 
20 to 30% of the patients were better while taking pills, 
50 to 70% were unchanged, and 10 to 20% were worse. 
The results illustrated in the figure typify those obtained 
in all of the categories of signs and symptoms noted. It 
is of interest, and perhaps significant, that more improve- 
ment was noted among subjective than objective mani- 
festations of anxiety and tension. The improvement or 
lack of it among the patients was almost the same in each 
category whether the patient was taking mephenesin or 
placebo. During the weeks of study, the signs and symp- 
toms of most patients fluctuated somewhat but the fluc- 
tuations did not correlate positively with the periods of 
mephenesin administration. 


TOXIC REACTIONS 
Many of the patients had minor or equivocal com- 
plaints such as lightheadedness, drowsiness, and anorexia 
while they were taking both mephenesin and placebos. 
OBJECTIVE SIGNS 
OF ANXIETY 


SUBJECTIVE ANXIETY 
AND TENSION 
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CBETTER SAME WORSE BETTER SAME WORSE 


A blind comparison of the effects of mephenesin (Tolserol) and placebo 
on the manifestations of anxiety. 





There was no clear-cut predominance of these symptoms 
with either of the preparations. Only three patients had 
major reactions. One of the three had sudden over- 
whelming weakness, palpitation, and nausea within 15 
minutes of taking her tablets. Identical reactions occurred 
with both placebos and mephenesin. In a second patient 
a diffuse itchy erythematous maculopapular rash devel- 
oped after 10 days of taking pills. A skin consultant con- 
sidered the eruption to be a typical dermatitis medica- 
mentosa. After use of the pills was stopped, the eruption 
quickly cleared. The patient firmly refused to try another 
batch of pills. Later it was learned that the rash had 
developed while she was taking placebos. In a third pa- 
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tient, within 10 minutes of taking her pills, epigastric pain 
developed that was followed by watery diarrhea, urtica- 
ria, and angioneurotic edema of the lips. After 48 hours 
and again after 96 hours, a second and third trial of pills 
produced the same reaction. This patient was shifted to 
another batch. When the same reaction followed again, 
she was given no further pills. When the batches were 
finally identified, it was found that she had had her severe 
reactions with both mephenesin and placebos. 


COMMENT 


Periodically it is observed that the introduction of a 
new drug is followed by a cluster of favorable reports of 
its therapeutic value. Later it is often discovered (but 
not always published) that the agent has no appreciable 
specific therapeutic action. Then, as the agent has fallen 


_into disuse, many have assumed that the authors of the 


favorable reports were either deluded or at least not suf- 
ficiently critical of their results. Actually, the favorable 
reports may have contained strong statistical evidence 
that the desired physiological change had been achieved. 
There is little reason to doubt that the results were real 
enough. The neglected possibility that may explain the 
later failure of the agent is that the good results were 
attributable not to the pharmacological properties of the 
agent but to very real and often powerful placebo@ects.° 
In a recent careful study of inhibition of the cough reflex 
in human subjects, Hillis obtained an effect with placebos 
as great as that observed with 0.03 gm. of codeine.* 

The occurrence of toxic reactions is of special interest 
but not surprising. Since widespread and profound tissue 
responses may occur following placebo administration, 
it is to be expected that certain unfavorable changes may 
occur that would be classified as toxic reactions. The 
minor reactions—nausea, drowsiness, lightheadedness, 
and palpitation—were often noted on placebo adminis- 
tration before the person had received any mephenesin. 
Among the severe toxic reactions, only one made its first 
appearance while the patient was receiving mephenesin. 
Although conditioning could easily contribute to the first 
manifested occurrence of toxic effects while a patient was 
taking a placebo, the effects noted in this study could not 
be attributed merely to such conditioning. 

Of special interest in this connection are the studies 
of Tucker in which observations on the toxic effects of 
streptomycin given to ward off complications of thora- 
coplasty were controlled by blind placebo administra- 
tion.’ Of the patients given only placebo, 61% showed 
one or more of the evidences of “streptomycin” toxicity. 
The disturbance included high-tone and low-tone hearing 
loss, eosinophilia, and impairment of urea clearance. 

Further confirmation of the “toxicity” of placebo 
administration is found in the studies of Diehl on the 
treatment of common cold. Using lactose placebos as a 
control for a variety of medications taken by mouth, he 
found that in some of the subjects receiving placebos 
nausea, faintness, and diarrhea developed.® In a later 
study he investigated the ability of a vaccine to prevent 
colds.* He found a reduction in the number of yearly 
colds of 55% among those given vaccine and 61% among 
a control group who received injections of isotonic sodium 
chloride solution. Of the group who received the placebo, 
7% reported “toxic” symptoms. Finally, in a study of the 
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effects of vitamins he observed, “Results reported by 
many persons who received placebos would serve as 
splendid testimonials, as have anything, for the preven- 
tion of colds.”* Again some of those receiving placebos 
reported “toxic” reactions. 


SUMMARY 


The use of placebos to test the effectiveness of mephen- 
esin (Tolserol) therapy on certain symptoms resulted in 
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almost the same amount of improvement or lack of it 
regardless of which the patient was taking. This study 
emphasizes the physiological effects of placebos. The 
toxic reactions sometimes occurring supply an important 
consideration when placebos are being used in evaluating 
a new drug. 

800 N.E. 13th St. (Dr. Wolf). 


8. Cowan, D. W.; Diehl, H. S., and Baker, A. B.: Vitamins for the 
Prevention of Colds, J. A. M. A. 120: 1268 (Dec. 19) 1942. 





ULCERATIVE COLITIS 


CONSIDERATIONS OF ITS ETIOLOGY AND TREATMENT 


Joseph B. Kirsner, M.D. 


Walter L. Palmer, M.D., Chicago 


Ulcerative colitis is an acute and chronic disease of 
the colon and rectum. It is characterized clinically by 
diarrhea, at times bloody, cramping abdominal pain, 
fever, anemia, and numerous complications.’ Proctos- 
copy reveals a diffusely inflamed, edematous, granular, 
bleeding rectal mucosa. X-ray examination may disclose 
loss of normal haustration, stiffening and constriction of 
the bowel, pseudopolypoid mucosal pattern, and ulcera- 
tion, affecting varying portions of the large bowel from 
the rectum to the ileocecal valve. The entire colon is in- 
volved in more than 50% of cases. 


The known incidence of ulcerative colitis is low; how- 
ever, increased awareness of its occurrence and more 
frequent use of the proctoscope probably would reveal 
more cases than are recognized at present. The chro- 
nicity of the disease, the tendency to recurrence, and the 
many serious complications necessitate frequent, pro- 
longed, and expensive hospitalization. The medical, eco- 
nomic, and social problems are enormous and are fully 
appreciated only by the patient, the immediate family, 
and the physician; they deserve greater emphasis. 


ETIOLOGY 


Despite extensive study, the cause and pathogenesis 
of ulcerative colitis remain obscure. The occurrence of 
the disease has no known geographical limitations, al- 
thoygh differences are stated to exist between countries 
snd alain: as, for example, the apparent infrequency 
of ulcerative colitis in South America compared with the 
incidence in the United States. More information is 
needed concerning the geographical distribution of the 
illness, both in this country and throughout the world. 
The apparent rarity of ulcerative colitis in county or city 
hospitals, in contrast to private hospitals, also is note- 
worthy. If confirmed, the observation may suggest an 
interesting factor in host susceptibility to the disease. 
Ulcerative colitis may begin at any age. Young men and 
women between the ages of 20 and 40 are affected often- 
est, although a substantial number of cases occur in per- 
sons under the age of 20* and above the age of 50.* 
Ulcerative colitis also has been described in newborn 
infants. The sex incidence is approximately the same, 
females predominating slightly. Ulcerative colitis is not 


epidemic, infective, or transmissable. There is no evi- 
dence of inherited susceptibility to the disease. Its occur- 
ence in more than one member of a family is unusual, 
although 6 of our last 120 patients gave such a history. 
Immunity, passive or active, is not known to develop; 
however, the possible immunologic aspects of ulcerative 
colitis have attracted investigation only recently.® 

The disease may begin at any time of the year. Once 
established, it recurs oftener in the fall and winter than 
during the summer. The circumstances surrounding the 
onset of ulcerative colitis are vague; it may develop after 
various illnesses or in previously healthy persons. Ante- 
cedent or concurrent events often include respiratory and 
enteric infections, operations, fatigue, and, especially, 
nervous tension; on the other hand, many patients deny 
an association between these factors and the onset of 
their colitis. 

The disease does not occur spontaneously among an- 
imals. Attempts to reproduce ulcerative colitis experi- 
mentally have been disappointing thus far. Hyperemia, 
edema, and bleeding from the rectum and colon may be 
induced in dogs by the prolonged injections of mecholyl,° 
prostigmine, or acetylcholine. Hemorrhage and ulcera- 
tion of the stomach and small intestine often develop 
concomitantly. The changes are temporary, subsiding 
rapidly when the administration of mecholyl is discon- 
tinued. The colitis resulting from intense spasm of colon 
explants in dogs,’ from obstruction of the lymphatic 
drainage from the ileocecal region,* and as a consequence 
of folic acid or pyridoxine deficiency in monkeys,’ though 
similar in certain respects, does not appear identical with 
the human disease. The reproduction of human ulcerative 
colitis in animals obviously would be a major achieve- 
ment; hence, despite the difficulties encountered thus far 
and the serious handicap of species differences, further 
studies of the problem seem desirable. 
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As with other illnesses of unknown origin, many causes 
have been suggested for ulcerative colitis.‘° These in- 
cluded infection, allergy, nutritional deficiency, lymphatic 
obstruction, lack of protective enzymes in the bowel wall, 
neurogenic and psychogenic disturbances, proteolytic 
and mucolytic enzymes acting on and within the mucosa 
of the bowel, alterations in the ground substance of the 
connective tissue, and metabolic disorders. Differences 
in the pathogenesis and nature of “right-sided” colitis 
and proctosigmoiditis, as contrasted with ordinary ulcer- 
ative colitis also have been suggested. 

Infection and Allergy.—The infectious origin of ulcer- 
ative colitis is suggested by the obvious inflammation of 
the bowel, the febrile course, and the numerous con- 
comitant infections.'' The onset of symptoms also may be 
associated chronologically with enteric infections such 
as food poisoning. However, careful examination of the 
feces has not revealed pathogenic bacteria or parasites 
in the vast majority of cases. The total bacterial counts 
of the feces are excessively high, but the identifiable 
bacteria are the same as those encountered normally.'* 
Reductions in bacterial counts and changes in the flora 
during chemotherapy do not invariably improve the 
course of the disease.'* Clinical improvement occasion- 
ally coincides with the disappearance of hemolytic coli- 
form, streptococcic, or staphylococcic organisms from 
the feces; however, the significance of this observation 
is not apparent. Ulcerative colitis develops occasionally 
after recovery from amebic dysentery, the sequence of 
events suggesting a direct, but obscure, relationship be- 
tween the preceding amebic infection and the colitis."* 
The transition of bacillary dysentery to ulcerative colitis 
also has been suggested.’® The infrequency of positive 
fecal cultures and the very low incidence of ulcerative 
colitis, compared with that of bacillary or amebic dysen- 
tery, among other considerations, seem inconsistent with 
the concept; however, the possibility cannot be excluded, 
at least, in some cases. 

Other organisms implicated in the cause of ulcerative 
colitis include the diplostreptococcus,'® Bacterium necro- 
phorum,"’ B. morgagni, B. proteus, hemolytic B. coli. 
Staphylococcus, Pseudomonas aeruginosa, Aerobacter 
aerogenes, Fecalis alkaligenes, Salmonella paratyphi B, 
Klebsiella pneumonia, Histoplasma capsulatum, fungi 
and the Herpes simplex,'* and Lymphopathia venereum 
viruses.'° There is no conclusive evidence that these 
agents are primary causes of the disease; they may con- 
tribute to the severity and chronicity of the process by 
secondary infection of the bowel, though this effect also 
remains to be demonstrated. Despite the many negative 
bacteriological studies, micro-organisms as causative fac- 
tors in ulcerative colitis have not been eliminated com- 
pletely. In the absence of decisive evidence to the con- 
trary, the possibility of an unidentified primary pathogen, 
perhaps a virus, yet exists. The anaerobic flora of the 
intestine is relatively unexplored and deserves further in- 
vestigation. The differing biological characteristics of 
the various fecal organisms, including the coliforms, 
also have not been determined thoroughly. The possible 
elaboration of destructive enzymes by bacteria is still 
another interesting problem requiring further study. Per- 
haps bacteria participate in the pathogenesis of the dis- 
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ease initially by infection, increasing the susceptibility 
to further infection, and subsequently by sensitization of 
the bowel, as in an antigen-antibody reaction occurring 
among hyperreactive persons. In patients with ulcerative 
colitis, a striking multiplicity of diseases occasionally de- 
velops, suggesting general tissue hyperreactivity, as in 
a young woman of 22 with the succession of arthritis, ul- 
cerative colitis, possible scleroderma, fibrosing pneu- 
monitis, and febrile episodes resembling lupus erythema- 
tosus or in the young man of 20 with rheumatic fever and 
rheumatic heart disease, recurrent streptococcic pharyn- 
gitis, pneumonitis, ulcerative colitis, hepatitis, progres- 
sive increase in the serum globulin to a maximum of 7.6 
gm. per 100 cc., and fatal hemolytic anemia. The com- 
plications of arthritis and less frequently erythema nodo- 
sum, iritis and glomerulitis, and the immediate beneficial 
response to corticotropin (ACTH)*° may be consistent 
with the concept of a systemic disease with a peculiar im- 
munologic reaction damaging the colon in some obscure 
manner. There is no conclusive evidence for theories im- 
plicating allergy to foods *' or local hypersensitivity of 
the Schwartzmann type as causative factors. The inci- 
dence of allergic disorders, especially hay fever and bron- 
chial asthma, in patients with ulcerative colitis approxi- 
mates that of the general population; at the same time this 
observation does not completely exclude hypersensitivity 
phenomena as contributory mechanisms. 
Nutrition.—The nutritional deficiencies frequently ob- 
served in ulcerative colitis are complications, rather than 
causes, and are attributable to the inadequate intake and 
absorption of food, infection, and the chronic loss of 
blood in the feces. There are no objective data supporting 
the suggested lack of protective enzymes in the bowel.*” 
Certain histological abnormalities have been observed 
in the ground substance of the connective tissue in freeze- 
dry biopsies of the rectum from patients with active ul- 
cerative colitis **; the changes apparently disappear when 
the active process subsides, as during the administration 
of corticotropin. The significance of the observations re- 
mains unclear, and additional studies are in progress. 
Pathological Changes.—The location of the patho- 
logical changes in or immediately beneath the mucosa 
has suggested the role of destructive enzymes, acting 
within or on the mucosa of the rectum and colon.** 
Among these, the mucolytic enzyme lysozyme has at- 
tracted considerable attention. The concentration 
lysozyme is greatly increased in the feces of patients With 
active ulcerative colitis and diminishes with héaling.*’ 
However, similar quantities of lysozyme are found in the 
rectal washings of dogs after electrocautery of the 
bowel.*° Although crystalline lysozyme, administered 
orally, apparently has produced superficial ulceration 
and submucosal hemorrhages in dogs,*’ pouches of 
dog colon exposed for long periods to continuously high 
concentrations of active crystalline lysozyme do not re- 
veal demonstrable gross or microscopic abnormalities.” 
The absence of a mucolytic action of lysozyme on colonic 
mucus in vitro *° and the lack of clinical improvement 
during therapy with antilysozyme compounds such as 
aerosol OT and hexadecyl sulfate *° also are noteworthy. 
Lysozyme may contribute to the ulceration and necrosis 
of the bowel, but this effect likewise remains to be demon- 








Se i ae i 


a ook. & ©. itmemiwaigneawtnrnainumtueesaA & 


Vol. 155, No. 4 


strated in man. The concentration of lysozyme in the 
feces of patients with ulcerative colitis reflects the severity 
of the tissue injury, the quantity of leukocytes,*' and pos- 
sibly the bacterial content of the feces. Further evidence 
obviously is necessary to establish the etiological sig- 
nificance of this enzyme in ulcerative colitis. 

A proteolytic enzyme, distinguishable from tryptic 
enzymes and capable of digesting epidermal cells, has 
been isolated from fecal filtrates of patients with active 
ulcerative colitis.** Filtrates of normal feces apparently 
do not contain this substance. This point requires con- 
firmation and study as does the role of proteolytic en- 
zymes, proteoses, mucinases,**” and collagenases.** 

Psychogenic Factors.—Evaluation of the role of psy- 
chogenic disorders in the pathogenesis of ulcerative colitis 
is difficult, partly because of the subjective nature of 
the observations and partly because of the lack of ade- 
quate control studies. Emotional disturbances seem to 
be highly important in the recurrences of the disease and 
in its chronicity; they may be significant also in its de- 
velopment.** Ulcerative colitis is precipitated by severe 
psychic trauma only rarely. Under such circumstances, 
however, the relationship is obvious and dramatic.* 
Oftener, ulcerative colitis seems to develop after pro- 
longed emotional tension. The difficulties, not necessarily 
specific to the disease, include loss of security caused by 
the death of a person, usually a parent, on whom the pa- 
tient has been dependent; a life situation demanding de- 
cisive action; and various problems creating sustained 
anger, frustration, resentment, guilt, anxiety, or inse- 
curity. Emotional problems are readily apparent in many, 
if not all, patients with the disease. The ulcerative colitis 
personality is described by the psychiatrist as immature, 
dependent, indecisive, narcissistic, anxious, overly con- 
scientious, and self-deprecating yet hostile and aggressive. 
This rather comprehensive emotional handicap is al- 
leged to be characteristic of the disease, presumably ante- 
dating and predisposing to its development. 

The psychogenic origin of ulcerative colitis is an at- 
tractive concept. Emotional disorders, especially sus- 
tained anxiety, resentment, or anger, may cause hyper- 
function of the colon that is manifested by hyperemia, 
hypermotility, hypersecretion of mucus, and vascular 
spasm and, subsequently, increased fragility of the mu- 
cosa, submucosal hemorrhage, and ulceration.** The 
occurrence of similar changes in dogs during the pro- 
longed injection of parasympathomimetic drugs including 
mecholyl has been mentioned. Recent studies demon- 
strate an apparently abnormal number of autonomic 
nerve ganglions in the colons of patients with ulcerative 
colitis.**If substantiated, this observation would provide 
an anatomic basis for the concept of psychogenically in- 
duced abnormal stimulation of the colon and rectum as 
predisposing to the disease; the mechanism presumably 
would include hyperfunction of the parasympathetic 
nervous system *’ or parasympathetic-sympathetic nerve 
imbalance ** resulting in smooth muscle and vascular 
spasm, tissue ischemia, increased capillary permeability, 
and enhanced susceptibility to infection and necrosis. 
A problem for further study is the possible release of 
destructive chemical and enzymatic substances in re- 
sponse to emotional stress. Other physiological, bio- 
chemical, and neurohormonal factors may be involved. 
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According to this, autonomic blocking agents theo- 
retically should be highly effective in the treatment of 
ulcerative colitis. Extensive clinical experience, on the 
other hand, has indicated that the compounds available 
thus far are helpful only occasionally ** or temporarily; 
furthermore, the individual response to anticholinergic 
compounds and clinical tolerance for these drugs vary 
widely. Not fully elucidated by the psychogenic theory is 
the contribution of somatopsychic factors to the emotional 
instability of the patient with ulcerative colitis, the lack of 
specificity of the emotional pattern, absence of the char- 
acteristic personality defects in some persons with ulcer- 
ative colitis, the striking emotional transformation of the 
patient after successful medical *° or surgical treatment,*' 
and the low incidence of ulcerative colitis contrasted with 
the very high incidence of functional gastrointestinal 
disorders. These gaps in the psychogenic theory may re- 
flect defects in methodology rather than concept, for 
emotional disturbances do seem very important, at least 
as contributory factors. 

This brief survey suggests multiple causative factors 
in ulcerative colitis, including infection and sensitization 
of the colon, psychogenically induced vasospasm, and 
tissue ischemia, with destructive enzymes and secondary 
bacterial infection as additional factors. Further investi- 
gation of these possibilities, metabolic, enzymatic, and 
neurohormonal mechanisms, would seem desirable. Per- 
haps future studies should include also the concept of 
vulnerability of the host, a person more susceptible to 
ulcerative colitis because of tissue hyperreactivity, bio- 
logical as well as psychogenic in origin. 


COURSE AND COMPLICATIONS 


Course.—Ulcerative colitis usually is a chronic dis- 
ease.** Thus among 120 patients ** the duration of symp- 
toms exceeded 5 years in 67 cases; in 31 the disease had 
continued for 10 to 20 or more years. Multiple admis- 
sions to the hospital had been necessary in 105 patients 
of the series; 23 had required 6 to 15 hospitalizations. 
The total number of hospital days for each patient ex- 
ceeded 100 in 48 cases and 200 in 19 cases and ranged 
from 471 to 718 days in 4 cases. Ulcerative colitis is also 
characterized by relapses and remissions occurring at 
variable intervals. Recurrences are more frequent during 
the fall and winter than during the summer, a trend often 
attributed to the increased incidence of respiratory in- 
fections.** Other factors emphasized by many, but not 
all, patients include emotional stress, physical fatigue, 
dietary indiscretions, intercurrent illness, operations, 
menses, pregnancy, and the use of antibiotics and cathar- 
tics. With the exception of the latter two, these are the 
usual stresses of life, often implicated in the reactivation 
of many chronic diseases. The increased symptoms, es- 
pecially bleeding, noted occasionally in patients during 
the use of salicylates is curious and unexplained. 

Repeated roentgen studies indicate no progression of 
the disease, as demonstrable radiologically, in approxi- 
mately 65% of patients, progression in 25%, and regres- 
sion of the colitis in 10%.** Thus, the initial extent as 
noted by x-ray often represents the apparent maximum 
involvement, despite clinical recurrences. The entire 
colon and adjacent ileum may be affected very early in or 
at the onset of ulcerative colitis. On the other hand, the 














344 





roentgen examination may be continuously normal, de- 
spite persistent or recurrent symptoms for 10 or 15 years. 


Complications.—Complications develop in the ma- 
jority of patients and significantly influence the course.*® 
In the colon, they include polyps, stricture, obstruction, 
hemorrhage, fistulas, abscesses, giant ulceration, per- 
foration,*’ peritonitis, impaired absorption from the small 
bowel,** and depletion of sodium, potassium, and chlo- 
ride.*® The systemic complications include anemia, arth- 
ritis, nutritional deficiencies, fatty infiltration, inflam- 
mation and cirrhosis of the liver,*° interstitial pancreati- 
tis,°' depletion of the adrenal reserve, renal damage,** 
vascular thromboses, and various dermatological prob- 
lems, especially pyoderma gangrenosum; erythema no- 
dosum, iritis and blindness, and amyloidosis also have 
been observed. Occasionally the arthritis precedes the 
colitis. The incidence of peptic ulcer in patients with ul- 
cerative colitis approximates the frequency of peptic ulcer 
in the general population. 

The incidence of carcinoma of the colon in ulcerative 
colitis is higher than normal. Published figures range from 
0.65 to 10%, averaging 2 or 3%. This is in contrast to 
the normal incidence of 0.6 to 0.8%.°* The carcinoma 
tends to develop at an earlier age, is often multicentric in 
origin, and is highly malignant; the incidence apparently 
increases with the duration of the colitis. Polypoid 
changes in the mucosa are reported in more than 50% of 
those persons in whom carcinoma develops. The absence 
of neoplasm of the small bowel in patients with chronic 
regional enteritis is an interesting contrast in organ sus- 
ceptibility to neoplasia. 


THERAPY 


The therapeutic dilemma of ulcerative colitis is empha- 
sized in the differing opinions as to its management, the 
unusual variety of medicinal agents prescribed, and the 
continued search for more effective therapy.** A review 
of previous treatment in 120 patients illustrates the 
problem. Blood transfusions was necessary in 60 cases, 
and nutritional supplements were prescribed in almost 
all instances. One to six sulfonamides had been admin- 
istered in 107 cases, antibiotics in 90, antiamebic drugs 
in 30, and vaccines in 17 patients. Clinical improvement, 
when it occurred, usually was temporary. The course of 
the disease in most instances was not benefited signif- 
icantly. Other medicaments used included liver extract, 
paregoric, deodorized tincture of opium, hog’s stomach 
and intestine, medicated enemas, antihistaminics, sali- 
cylates, bismuth, hydrochloric acid, Serutan, a hydrogel 
obtained from Plantago ovata and extracted from sugar 
beets from which the roughage has been removed, kaolin 
(Kaomagma), psyllium hydrophilic mucilloid with dex- 
trose (Metamucil), mucin, thyroid extract, strong iodine 
(Lugol’s) solution, propylthiouracil, fever therapy, insu- 
lin, apples, and applesauce. The rationale for the use of 
many of these substances in ulcerative colitis is not 
apparent. The psychotherapeutic implications of enthu- 
siastically administered medication in a chronic disease 
such as ulcerative colitis are well known. 

In the absence of a known cause, the current treatment 
of ulcerative colitis is symptomatic, adapted to the needs 
of the individual patient, and prolonged.** Medical man- 
agement is indicated in at least 80 to 90% of cases. The 
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objectives are rest for the patient and the colon, elimina- 
tion or prevention of infection, restoration and main- 
tenance of nutrition, identification and solution of the 
emotional problems, if possible, and, ultimately, com- 
plete healing. Treatment in the hospital permits more 
complete control of the patient and the environment and 
a more effective medicinal, dietetic, and psychothera- 
peutic program. Prolonged therapy in the hospital, per- 
haps for six months or more, has induced sustained 
improvement in cases of severe ulcerative colitis pre- 
viously unresponsive to ambulatory treatment. Unfortu- 
nately, this desirable approach is not possible in most 
cases for economic reasons. Proper rest quiets the patient 
and decreases hyperactivity of the bowel. Skillful nursing 
care, adequate sleep, diminished responsibility, and 
pleasant recreation and occupational therapy are impor- 
tant components of this program. Complete rest in bed 
is desirable during the active disease, until the fever and 
diarrhea subside. Gradually increasing activity is per- 
mitted subsequently, as determined by the patient’s 
course. Sedatives, especially barbiturates, bromides, and 
chloral hydrate, promote rest, relaxation, and sleep. 
Atropine or belladonna also may decrease colonic hyper- 
motility. The anticholinergic compounds methantheline 
(Banthine) bromide and propantheline (Pro-Banthine) 
bromide and other antispasmodic and gastric antisecre- 
tory agents (Prantal, Pamine, Monodral, Antrenyl, Dar- 
stine, Centrine, Lusyn, Elorine sulfate, and others) alone 
or together with tetraethylammonium (Etamon) chloride 
occasionally are useful for this purpose; however, the 
clinical response and the tolerance for these drugs vary 
greatly among patients. Opiates are not desirable for pro- 
longed use, because they increase the tonicity of the in- 
testine and are habit-forming; however, they are valuable 
for the relief of severe abdominal pain and rectal tenes- 
mus. Deodorized tincture of opium, codeine, meperidine 
(Demerol) hydrochloride, or morphine may be prescribed 
briefly for this limited purpose. 

Regardless of orientation, psychosomatic or somato- 
psychic, a satisfactory patient-physician relationship is 
indispensable to the effective management of ulcerative 
colitis. Failures of medical therapy not infrequently are 
attributable to neglect or inadequate control of the emo- 
tional problems. Formal psychotherapy is indicated in 
more seriously disturbed patients; however, it should not 
be undertaken during the active phase of the disease for 
the patient then cannot deal adequately with the prob- 
lems arising from the interviews. The permanent value 
of psychotherapy in eliminating the emotional defects 
of patients with ulcerative colitis requires further docu- 
mentation. The approach, nevertheless, has been helpful. 
The role of psychoanalysis in the treatment of ulcerative 
colitis remains to be determined. The procedure should 
be useful in selected cases,** but its applicability at pres- 
ent seems limited. Narcoanalysis ** has generated little 
enthusiasm. The most effective psychotherapy is admin- 
istered by the sympathetic, interested, and tolerant at- 
tending physician who constantly provides reassurance, 
encouragement, and support. The details and technique 
of the program vary with the physician and with the 
patient. Its objectives are reorientation of the patient’s 
discouraged attitude toward life and, if possible, modifi- 
cation or elimination of his tension-producing environ- 
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ment. This approach demands limitless patience, perse- 
verance, and forebearance; however, its rewards may 
approximate the accomplishments of “wonder” drugs. 

A bland, low residue diet is helpful in decreasing the 
abdominal distress and diarrhea by eliminating mechan- 
ical and chemical irritants in the food. Fruits, vegetables, 
fruit juices, condiments, alcoholic beverages, and exces- 
sively hot or cold drinks should be avoided. Cooked fruits 
and vegetables may be added later when the diarrhea 
has subsided and the bowel movements are formed. 
Restriction of the diet to farina, boiled rice, clear broth, 
Melba toast, butter, eggs, warm milk, tea, Jello, and 
custard may be indicated temporarily for the acutely ill 
patient. On the other hand, rigid adherence to a bland 
diet may be undesirable in the malnourished patient 
requiring large intake of food. Under such circumstances, 
relaxation of the dietary restrictions is justifiable in the 
interest of improved nutrition. The protein intake should 
approximate 120 or 150 gm. and the calories 2,500 to 
3,500 daily.°* This program requires the assistance of 
an expert, interested dietitian. Protein supplements and 
vitamin concentrates orally or parenterally are useful. 
A decrease in the fat content of the diet may be indicated 
in patients with concomitant steatorrhea. Transfusions 
of whole blood in quantities of 500 cc. are administered 
as needed for the correction of anemia and hypoprotein- 
emia. Iron compounds by mouth usually are not well 
tolerated by the patient with ulcerative colitis; saccha- 
rated oxide of iron may be administered intravenously, 
but reactions occur occasionally. Depletion of the elec- 
trolytes, sodium, potassium, and chloride, and dehydra- 
tion may develop as a consequence of the frequent watery 
bowel movement. Treatment consists of the intravenous 
administration of isotonic sodium chloride solution, 5% 
glucose in isotonic sodium chloride solution with added 
potassium chloride, or modified Ringer’s or Hartman’s 
solutions, according to preference. 

Sulfonamides are employed as adjuncts to control 
secondary infection and in the hope of eliminating un- 
identified pathogenic organisms.*® Sulfonamides decrease 
the total bacterial counts of the feces by eliminating the 
coliform organisms; the flora is altered from predomi- 
nantly gram-negative to gram-positive. Favorable clinical 
results are reported in 60 to 80% of the cases, the 
improvement suggesting the beneficial effect to be ex- 
pected with the elimination of either secondary infection 
or primary unrecognized pathogen. The clinical response 
at times is sustained. Oftener it is temporary and not 
reproducible. Bacterial counts in the feces tend to rise 
during continued therapy, in some cases returning to 
original levels within six or eight weeks. Sulfadiazine, 
phthalylsulfathiazole (Sulfathalidine), salicylazosulfapy- 
ridine (Azulfidine), and sulfaguanidine oftener have 
been associated with clinical improvement, in our ex- 
perience, than other sulfonamides; however, the response 
is extremely variable and unpredictable. Newer combina- 
tions of salicylic acid and sulfonamides thus far have not 
produced striking results. Bacterial resistance, drug sen- 
sitivity, and other side-effects, including suppression of 
the bone marrow, may complicate chemotherapy. 

Penicillin and streptomycin, in combination, are pre- 
scribed for the same indications as the sulfonamides. The 
antibiotics chlortetracycline (Aureomycin), chloram- 
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phenicol (Chloromycetin), oxytetracycline (Terramy- 
cin), neomycin, and polymixin B given orally also reduce 
the bacterial counts in the feces temporarily. Patients 
improve occasionally, but recurrences are frequent and 
repeated administration of the antibiotic is not consis- 
tently effective. Chlortetracycline,®°’ chloramphenicol, 
and oxytetracycline also may cause glossitis, stomatitis, 
flatulence, diarrhea, perianal itching, and a type of proc- 
titis and colitis, clinically resembling chronic ulcerative 
colitis. These complications have been attributed to the 
changes in bacterial flora of the intestine and to inter- 
ference with the normal metabolism of vitamin B.** After 
one patient ingested 28 gm. of chlortetracycline in 45 
days for a dermatitis of the hands, severe ulcerative 
colitis developed and was complicated by perforation of 
the cecum that required an ileostomy. Exsanguinating 
rectal hemorrhages subsequently necessitated prolonged 
hospitalization and many blood transfusions.*** In view 
of such experiences, antibiotics are not recommended 
routinely in the treatment of ulcerative colitis. Future 
investigations may produce newer chemotherapeutic 
agents with fewer side-reactions and greater effectiveness. 

The occurrence of rheumatoid arthritis, erythema 
nodosum, and iritis in occasional patients with ulcerative 
colitis, the beneficial influence of corticotropin and corti- 
sone on rheumatoid arthritis and other illnesses of ob- 
scure origin, at least temporarily, and dissatisfaction with 
current treatment have suggested the use of corticotropin 
and cortisone in ulcerative colitis. Since January, 1950, 
we have administered corticotropin or cortisone to 120 
patients with ulcerative colitis. The initial doses have 
been for corticotropin 30 units intramuscularly every 6 
hours (120 units per 24 hours) and for cortisone 200 
or 300 mg. in divided amounts daily. The quantities 
subsequently were decreased gradually as determined by 
the individual response and clinical course. The results 
of this study are reported in detail elsewhere.** Signif- 
icant clinical improvement during therapy was observed 
in the majority of cases. Proctoscopic improvement also 
occurred in most patients, though at a slower rate. The 
remission was no more complete than that observed 
previously without corticotropin, but it was more rapid 
and, at times, dramatic. Symptoms have recurred thus 
far in approximately two-thirds of the patients. In many 
they recurred soon after therapy with corticotropin was 
discontinued. This suggests premature cessation of ther- 
apy. The recurrences frequently were less severe than 
before corticotropin was given, and they responded to 
the resumption of careful medical management. The 
improvement induced by the adrenal steroids thus far has 
continued in one-third of the series. Although the period 
of observation has been relatively brief, nine patients 
have remained well for longer than two years. In this 
series, cortisone appeared to be less effective than corti- 
cotropin, possibly because of insufficient dosage. Longer- 
acting corticotropin was less potent than the aqueous 
preparation; however, 80 units daily controlled symp- 
toms satisfactorily in occasional patients, with a minimum 
of injections. Corticotropin intravenously, 20 mg. in 500 
ml. of 5% glucose in distilled water, administered every 
12 hours, was very effective in those patients who did 
not respond to corticotropin given intramuscularly. 
Hydrocortisone given orally produced relatively slight 
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beneficial effects in three patients, probably because of 
inadequate dosage; further studies with larger amounts 
of compound F are in progress. The incidence of serious 
complications during the use of corticotropin and corti- 
sone thus far has been very low. Miscellaneous infections 
developed in 16 patients. Septicemia with Pseudomonas 
aeruginosa apparently was the cause of death in a debili- 
tated woman with severe enterocolitis; the other infec- 
tions were not serious. Hemorrhage, giant ulceration of 
the bowel, or perforation have not occurred in this series. 

Corticotropin and cortisone do not cure ulcerative 
colitis, prevent relapses, or replace standard methods of 
therapy. Indeed, there is no conclusive evidence as yet 
that they alter the fundamental nature of the disease. 
They are potent, potentially hazardous, chemical and 
hormonal agents, but, when administered under con- 
trolled conditions, they are useful adjuncts in treatment, 
initiating improvement in seriously ill patients, increasing 
the rate of recovery, and generally facilitating the total 
therapy of this complex disease. 


MISCELLANEOUS THERAPY 


Antilysozyme compounds, amebicidal drugs, vaccines, 
bacteriophage, antitoxic B. coli serum, and polyvalent 
antidysentery serum do not appear to benefit ulcerative 
colitis significantly or consistently. Antiamebic com- 
pounds may be irritating to the gastrointestinal tract and 
their use, except for proved amebic infections, has 
seemed undesirable. Among 30 patients with ulcerative 
colitis previously treated with antiamebic drugs, clinical 
improvement occurred in none. Elimination diets, anti- 
histaminic compounds, and vitamins, including vitamin 
B,2, have not been specifically useful in our experience. 
There is no obvious or satisfactory rationale for the 
administration of cobra venom, parathyroid, animal 
bowel extracts, thiouracil drugs, intracolonic insufflation 
of oxygen, or enemas containing azochloramid, tannic 
acid, acriflavine, silver nitrate, or aluminum hydroxide. 


SURGICAL THERAPY 


Surgical treatment is necessary in 10 or possibly 15% 
of patients with ulcerative colitis because of (1) perfor- 
ation, (2) recurrent massive hemorrhage, (3) extensive 
polyposis, (4) carcinoma, proved or strongly suspected, 
(5) stricture with obstruction, (6) extensive perirectal 
infection or fistula formation, (7) cccasionally for per- 
sistently severe anemia or arthritis, 2nd (8) colitis un- 
responsive to thorough medical treatment in the hos- 
pital. Under certain circumstances, as in fulminating 
colitis, surgery may be lifesaving; under other conditions, 
as in diffuse polyposis with recurring hemorrhages or in 
extensive fistula formation, it may be the only method 
available for restoring a chronic invalid to a relatively 
useful life. As emphasized by Bargen, surgical treatment 
infrequently is necessary for so-called “intractable” ulcer- 
ative colitis; the management of this problem often de- 
pends on the patient’s cooperation and the physician’s 
interest and patience. The operation of choice almost 
always is total colectomy and ileostomy. Improved med- 
ical care, the availability of whole blood, plasma, and 
chemotherapeutic agents, clearer understanding of elec- 
trolyte and fluid problems, and advances in anesthesia 
and in surgical skill have decreased the operative mor- 
tality considerably.®* Prolapse, abscess, or fistula forma- 
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tion and especially stenosis and obstruction of the stoma 
may develop, necessitating modification of the ileostomy. 
Partial intestinal obstruction may require the removal of 
abdominal adhesions. Ulcerative enteritis is a serious, at 
times fatal, complication because of the excessive losses 
of electrolytes and fluids in the profuse watery evacu- 
ations." Therapy consists of adequate chemical and fluid 
replacement, chemotherapy, and relief of the intestinal 
obstruction, when present. Segmental resection with end- 
to-end anastomosis restoring intestinal continuity may be 
feasible when the disease is limited to portions of the 
cecum or ascending or transverse colon. Abdomino- 
perineal resection is indicated when the rectum is severely 
diseased and is the source of recurrent hemorrhage or 
infection. Usually it is performed as the second stage of 
a total colectomy. Ileostomy alone does not cure ulcer- 
ative colitis. Ileoproctostomy and vagotomy ** have not 
sustained enthusiasm. Appendicostomy and cecostomy 
have been discarded. The value of pelvic parasympathetic 
neurectomy * remains to be determined. 

The therapeutic implications of surveys demonstrating 
an increased incidence of carcinoma of the bowel in ulcer- 
ative colitis are disquieting. Nevertheless, they do not 
justify the indiscriminate removal of colons for prophy- 
lactic purposes. At the same time, the decision for con- 
tinued medical management includes the responsibility 
for careful periodic reexamination of the patient by all 
available methods. Further improvement in the cytolog- 
ical examination of the bowel content might be especially 
valuable for this purpose. This problem now is under 
investigation in our laboratory. 

The rehabilitation of the patient after colectomy and 
ileostomy often is striking, with pronounced, rapid gain 
in weight and strength, subsidence of arthritis, and cor- 
rection of the anemia. The transformation in the emo- 
tional status of the patient is especially noteworthy. 
Improvements in the construction of the ileostomy ** and 
in the design of ileostomy appliances allow complete 
return to a normal, active, and useful life without embar- 
rassment or serious discomfort. 


OUTCOME 


The control of infection, improved nutritional therapy, 
and advances in the general care of the patient and in 
surgical technique have combined to reduce the mortality 
rate in ulcerative colitis from a level of 50% or more 
prevailing 50 years ago to approximately 5% at the pres- 
ent time. Deaths occur oftenest during the initial one or 
two years of illness. The mortality rate subsequently 
declines, though fatalities may occur at any time. The 
more important causes of death have been massive 
hemorrhage, carcinoma, electrolyte and fluid depletion, 
vascular thromboses, malnutrition, pneumonia, and, 
especially, perforation of the bowel and peritonitis. Most 
patients with ulcerative colitis can be maintained in satis- 
factory health, despite relapses, by careful, comprehen- 
sive, and prolonged medical management. Occasionally 
such treatment leads to surprising reversibility of the 
disease clinically, proctoscopically, and radiologically.” 
Continued, intensive study of the cause and pathogenesis 
of ulcerative colitis ultimately may result in more uni- 
formly successful therapy for this complex disease. 
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RESULTS AND HAZARDS OF INTRAVENOUS ADMINISTRATION AND ITS POSTULATED ROLE IN 
BLOOD COAGULATION 


Alexander Taylor, M.B., Ch.B. (Edin.), Ralph S. Overman, Ph.D.7 


and 


Irving S. Wright, M.D., New York 


Interest has recently been revived concerning the 
efficacy and safety of crystalline trypsin (Enzar) admin- 
istered intravenously in the treatment of intravascular 
thrombosis. This has followed reports by Innerfield, 
Schwartz, and Angrist * stating that trypsin intravenously 
induces lytic effects upon artificially formed intravascular 
thrombi in rabbits and dogs. They also claim that with 
certain amounts of trypsin “complete dissolution” of such 
clots may be obtained “with restoration of circulatory 
integrity.” These observations have led them to admin- 
ister trypsin intravenously to patients with what they 
claim to have been gratifying results.* 

As the attempted dissolution of an intravascular pro- 
tein thrombus with a proteolytic enzyme would appear 
to be an empiric but rational procedure, further consider- 
ation and investigation seemed mandatory. The concomi- 
tant possibility that it might activate the profibrinolysin 
system of the plasma had also to be considered. 

Reference to the literature, however, revealed that in 
certain amounts trypsin will, in vitro, accelerate coagu- 
lation and in greater amounts completely inhibit coagula- 
tion. This was first demonstrated by Douglas and Cole- 
brook * in 1916 and has been repeatedly confirmed. In 
1937 Eagle and Harris,* in a comprehensive paper, con- 
firmed the earlier findings and proceeded to formulate an 
explanation for this paradoxical action of trypsin. In 
addition, they injected trypsin intravenously into several 
rabbits, all of which died; at autopsy large blood clots 
were found in the heart and great vessels. This lethal 
effect of trypsin intravenously owing to intravascular 
coagulation has been reported by Rocha e Silva,® Tagnon 
and others. Tagnon * also demonstrated that effects of 
trypsin rapidly injected intravenously simulated effects 
of thrombin injected intravenously in that intravascular 
coagulation resulted and that intravascular coagulation 
and death were prevented in each case by the preliminary 
administration of heparin. 

Since it was emphasized by Innerfield and co-workers 
that crystalline trypsin may be safely administered intra- 
venously in large quantities (100 mg. per kilogram of 
body weight) provided the concentration is low and the 
rate of administration slow, further studies have been 
carried out in our laboratory. The results are reported in 
this paper. 

MATERIALS 

The following animals, drugs, and chemicals were used in this 
study: (1) 100 rabbits of the average weight of 3% kg., fed rabbit 
pellets (Cooperative G. L. F. Farms), and given as much water 
as they wanted to drink; (2) lyophilized crystalline trypsin (Enzar 
{Armour]) 1.1 mg. of which is approximately equivalent to 2,000 
\rmour units and which consists of 90% pure trypsin, 5% mag- 
nesium ash, 4% traces of ribonuclease plus cathepsin and alpha, 
‘eta, and gamma chymotrypsin, and 1% undetermined ingre- 
‘rents; (3) solution of 1% sodium tetradecyl sulfate (Sotradecol) 

ith 2% benzyl alcohol (Wallace & Tiernan); (4) topical 


thrombin (Parke, Davis); (5) bovine fibrinogen (Armour); (6) 
barium carbonate (A. R.*—Mallinckrodt); (7) calcium chloride 
(A. R.*—Mallinckrodt), 0.025 M solution; (8) thromboplastin 
(Difco Laboratories, Detroit); (9) heparin (Liquaemin [{Orga- 
non]); (10) bishydroxycoumarin; (11) soybean trypsin inhibitor 
(Armour); (12) isotonic sodium chloride solution (Abbott); (13) 
silicon (SC-87, formerly 9987 |General Electric]); (14) thrombo- 
plastin inhibitor *; and (15) cyclocumarol (Cumopyran) [Abbott]). 


METHODS 

Study of Toxicity.—A total of 20 mg. of trypsin in 10 
ml. of saline solution was administered over a period of 
approximately 45 seconds to six 3-kg. rabbits. All six 
went into convulsions almost immediately and died. 
Autopsy examinations revealed large adherent blood 
clots in the right auricles and ventricles. 

It was then found that, if the solution of trypsin was 
less concentrated and administered more slowly, the ani- 
mals could tolerate larger total doses. In this way it was 
found that 20 mg. of trypsin in 10 ml. of saline solution 
could be administered over a period of 15 to 20 minutes 
with a mortality rate of approximately 50%. Later, 100 
mg. of trypsin in 200 ml. of saline solution was adminis- 
tered at an approximate rate of 15 drops per minute with 
the same approximate mortality. By reducing the rate of 
administration to 10 drops per minute, the mortality rate 
was reduced by about another 5%. The slower the rate 
of administration, however, the more frequent was the 
occurrence of local phlebothrombosis. Other complica- 
tions noted during trypsin infusions, particularly with 
high concentrations, included cold cyanosed ears and 
dyspnea. The previous administration of soybean trypsin 
inhibitor in varying doses (averaging milligram for milli- 
gram) makes it possible to inject large amounts of tryp- 
sin intravenously without fatal results. A trypsin solution 
buffered to the pH of rabbit blood was no less lethal than 
the unbuffered solution (fig. 1). 

Results of Intravenous Administration.—Intravenous 
administration of small amounts of trypsin (5 to 15 mg.) 
had no detectable effect whatever on the blood clotting 
mechanism (table 1). Intravenous administration of 
large amounts of trypsin had a marked effect on the blood 
clotting mechanism. 

Results of in Vitro Studies.—In large amounts trypsin 
will inhibit blood coagulation, whereas in small amounts 
there is a narrow optimum zone in which it will accel- 
erate blood coagulation (table 2). The addition of soy- 
bean trypsin inhibitor in various amounts to the trypsin 
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solution results in inhibition of the trypsin effect on the 
blood coagulation mechanism. 

Somewhat similar results are obtained using oxalated 
blood (table 2), but clotting times in this system are 
never so rapid as with unoxalated blood. With addition 
of calcium along with trypsin, the clotting times were 
accelerated and, depending on the amount of calcium, 
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Fig. 1.—Mortality rate of rabbits after intravenous administration of 
trypsin, showing influence of concentration and time for administration. 


approached those obtained with normal blood and tryp- 
sin. When oxalated rabbit blood is treated with barium 
carbonate to remove the prothrombin, it can still be 
clotted by the addition of thrombin but it cannot be 
clotted by the addition of trypsin (table 2). 

The quantity of thrombin solution (1,000 units per 
milliliter) necessary to coagulate 1 ml. of a filtered fibrin- 
ogen solution (500 mg. per 100 ml. of distilled water) 
was determined. If, five minutes previously, 0.01 mg. of 
trypsin in 0.1 ml. of distilled water is added to 1 ml. of 
the fibrinogen solution, the addition of this amount of 
thrombin will not result in coagulation. 


TaBLE 1.—Effect of Small and Large Amounts of Trypsin Intra- 
venously on Blood Coagulation Mechanism 


Anti- 
thrombin Procon- 
Pro- Clotting vertin Fibrin- Total 
throm- Calcium Time * Time ogen, Protein, 
Trypsin, Clotting bin Chloride (Quick’s (Owren’s Mg./ Gm./ 
Mg. Time Time Time Method) Method) 100Ce. 100 Ce, 


Coutrol 4.5 min. 8.5 see. 45 see. 58 see. 270 51 
15 5 min. 8.2 sec. 48 sec. 58 sec. 270 5.1 
120 Inf.t Inf. Inf. 57sec. Absent 4.8 


27 sec. 
28 sec. 
16 sec. 


* It will be noted that the antithrombin clotting time shortened. 
This is believed to be due largely to the destruction of antithrombin. 
t Inf. denotes infinity. 


Then 0.5 mg. of trypsin in 0.1 ml. of distilled water 
was added to 1 ml. (1,000 units) of the thrombin solu- 
tion described above. Three drops of this solution added 
immediately to the fibrinogen solution resulted in coagu- 
lation. When this experiment was repeated after the tryp- 
sin had been in contact with the thrombin for five min- 
utes, no coagulation occurred. The addition of heparin 
in various amounts to 1 ml. of the fibrinogen solution 
immediately prior to the addition of 0.01 mg. of trypsin 
did not prevent the trypsin from inhibiting coagulation 
by thrombin. The addition of thromboplastin inhibitor, 
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in various amounts, with trypsin (0.01 mg.) to 1 ml. (5 
mg.) of fibrinogen solution did not prevent the trypsin 
from inhibiting coagulation by thrombin. 

All the above experiments were repeated using silicon- 
ized tubes. The conclusions drawn from these experi- 
ments were similar to those obtained with glass tubes. 

Fibrin plates were made after the method of Astrup 
and Mullertz.* To one of these plates was added 0.5 ml. 
of a trypsin solution (110 mg. per 200 ml.). The plate 
was covered and left at room temperature over night. 
The next morning it was noted that a considerable por- 
tion of the fibrin plate had been hydrolyzed. With chloro- 
form-treated plasma, a very slight degree of hydrolysis 
was observed. The test was repeated with blood and oxa- 
lated plasma taken from a rabbit after it had received 
various doses of trypsin by the intravenous drip method. 
No evidence of digestion or proteolysis was noted until 
sufficient trypsin had been administered intravenously to 
make the blood of the animal incoagulable (approxi- 
mately 110 mg. or 200,000 Armour units). When this 
dose of trypsin had been administered, the fibrinogen had 
disappeared. The addition of plasma from such an animal 
to normal oxalated rabbit plasma in a test tube resulted 
in clotting. This clotting activity of the trypsin-treated 
plasma was presumably due to the presence of free tryp- 
sin, as the addition of trypsin inhibitor to this trypsin- 
treated plasma resulted in inhibition of coagulation. It 
was also noted that the presence of normal oxalated 
rabbit plasma on any portion of the fibrin plate prevented 
the digestion or proteolysis of that particular area when 
the trypsin solution had succeeded in digesting the re- 
mainder of the plate (fig. 2). 

The addition of trypsin solutions to thromboplastin 
inhibitor solutions in various concentration resulted in 
a mixture that caused marked acceleration of the clotting 
time of rabbit blood in glass and siliconized tubes. The 


TABLE 2.—Clotting Time in Seconds of Rabbit Blood (in Glass 
Tubes), Showing Effect of Trypsin and Influence of 
Calcium, Thromboplastin Inhibitor, Heparin, 
and Barium Carbonate 


Trypsin Concentration 
Mg./0.1 Ml. H2O * 


a ~ 
Con- 
trol 0.01 01 0.2 05 2.0 
Normal blood (1 ml.) 330 105 50 34 Inf. 
Oxalated blood (1 ml.) Inf. Inf. 180 60 5 Inf. 
Oxalated blood (1 ml.) Inf. 95 30 28 2é . Inf. 
plus 0.1 ml. of 0.025 M 
calcium chloride 
Normal blood (1 ml.) 440 10 10 <5 5 5 Inf. 
plus thromboplastin 
inhibitor (2 mg.) 
Normal blood (liml.) >6hr. >6hr. >3 hr. S4 a Inf. 
plus 0.5 mg. heparin <4 hr. 
Oxalated blood Inf. Inf. Inf. Inf. : ; Inf. 
treated with barium 
carbonate (1 ml.) 





* Clotting times were measured from the moment of the introduction 
of the blood into the tubes. 
+t Inf. denotes infinity. 


addition of trypsin solutioas in certain concentrations, 
within a narrow range, resulted in the coagulation of 
heparinized blood (table 2). 

Prevention of Trypsin-Induced Coagulation in Vivo. 
—It was believed that the administration of anticoagu- 
lants to animals before the intravenous trypsin infusions 
might result in a reduction of the mortality rate. Such a 








\ |. 155, No. 4 


p: mise, in the case of heparin, was supported by reports 
in the literature that heparin apparently prevents intra- 
vascular coagulation by trypsin.° It is also supported by 
Overman’s theory pertaining to thromboplastic activity.” 

Eight rabbits received 100 mg. of heparin intrave- 
nously immediately prior to the intravenous administra- 
tion of trypsin. The trypsin solution (110 mg. per 200 
ml. of saline solution) was administered in each case at 
a rapid rate (40 to 50 drops per minute). All of the 
animals survived. 

Six rabbits received by slow intravenous administra- 
tion 1,000 units of thrombin in 150 ml. of saline solution. 
This resulted in the rabbits’ blood becoming incoagula- 
ble. The trypsin was then administered rapidly as before. 
Two animals died, but hemorrhages, not intravascular 
coagulation, were the cause of death. 

Four rabbits received 400 mg. of bishydroxycoumarin 
(Dicumarol). This resulted in a prothrombin time ap- 
proximately four times greater than normal. Rapid tryp- 
sin infusion was begun as above, but all the animals died. 
Two rabbits received 150 mg. of cyclocumarol. This 
resulted in a prothrombin time (of undiluted blood) 
greater than three minutes (Link-Shapiro modification 
of Quick method). The trypsin was then administered 
as before, and both animals survived. 

Acceleration of Trypsin-Induced Intravascular Coag- 
ulation by Trypsin.—In a group of 10 rabbits it was 
found that the intravenous administration of 200 mg. of 
thromboplastin inhibitor with the slowly infused trypsin 
solution resulted in a marked increase in the mortality 
rate. Immediate autopsies revealed large adherent blood 
clots in the right auricles and ventricles. 

Effect of Crystalline Trypsin Given Intravenously on 
Artificially Induced Thrombi.—A portion of one mar- 
ginal ear vein in a series of 40 rabbits was thrombosed, 
sodium tetradecyl sulfate (0.25 ml.) being used in one 
half of the cases and thrombin (200 units) in the other 
half. After the initial thrombosing process, the throm- 
bosed portion of the vein became palpable and the sur- 
rounding tissue cyanosed. By transillumination of the 
ears with a bright light (100 watts), it was seen that the 
blood flow through the thrombosed vein had ceased. 

Trypsin therapy was begun from two to eight hours 
after the formation of the thrombus. The trypsin solution 
was administered intravenously at approximately 10 to 
15 drops per minute through one of the veins of the nor- 
mal ear. Forty per cent of the rabbits died during these 
infusions, but a sufficient number remained alive for defi- 
nite conclusions regarding the efficacy of intravenous 
trypsin therapy in rabbits to be reached. In addition to 
the animals that received one infusion of 100 mg., six 
received infusions of 10 mg. on five successive days, 
eight received infusions of 50 mg. on five successive days, 
and five received 150 mg. on four successive days (the 
blood becoming incoagulable on each occasion). In 35% 
of the rabbits, thrombosis of the ear vein into which the 
trypsin was being administered occurred during the infu- 
sion. It was fortunately possible, however, to find another 
vein through which the infusion could be continued. 

In several instances less cyanosis was noted at the end 
0! the infusion or infusions but the vein remained pal- 
pele, and on transillumination no return of blood flow 
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was evident in any thrombosed vein. In several veins 
there was definite extension of the thrombus, an obser- 
vation that has also been made under similar circum- 
stances by Wessler.’° 

Pathology.—In approximately 90% of all animals 
dying in the early stages of an intravenous trypsin infu- 
sion, large adherent clots were found at autopsy in the 
right auricles and ventricles. In many rabbits the large 
veins and pulmonary arteries also contained clots. Sub- 
intimal myocardial hemorrhages and pulmonary hem- 
orrhages occasionally occurred in the early stages, but 
they became much more frequent as the dose increased 
and were the commonest lesion found once the blood had 
become incoagulable (with a dose of approximately 35 
mg. per kilogram of body weight and above). In the later 
stages retroperitoneal hemorrhage was also occasionally 
found. 





Fig. 2.—Normal fibrin plate (A) and appearance of plates 10 hours 
after addition of 0.5 ml. of trypsin solution (B), normal oxalated rabbit 
plasma (C), chloroform-treated rabbit plasma (D), plasma from rabbit 
after intravenous administration of 50 mg. of trypsin (E), and plasma from 
rabbit after administration of 100 mg. trypsin (F). The last plate (G) 
demonstrates a portion of the fibrin plate protected from trypsin hydroly- 
sis by overlying normal rabbit plasma (1 ml.). 


A number of surviving animals were killed 48 hours 
after the administration of 110 mg. of trypsin. Micro- 
scopic examination of the tissues of these animals by A. 
Kellner '' resulted in the discovery of small isolated areas 
of necrosis in the myocardium and the muscle of the 
diaphragm. Such lesions were also found 48 hours after 
the administration of a single 20 mg. dose and after the 
frequent administration of 8 or 9 mg. on four or five suc- 
cessive days. Such lesions were not related to areas of 
hemorrhage nor to thromboses or emboli. 

Electrocardiographic Studies.—After the discovery of 
areas of necrosis in the myocardium, an electrocardio- 
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graphic study ** of animals receiving trypsin intrave- 
nously was thought to be desirable. Jerrold Lieberman, 
therefore, recorded a series of tracings taken before, dur- 
ing, and after the intravenous administration of trypsin. 
Figure 3 demonstrates typical findings before and after 
the slow administration of 4 and 30 mg. of trypsin. Such 
alterations in the electrocardiogram were obtained in 
approximately 85% of these studies. When some of these 
animals were killed 48 hours after the administration of 
trypsin, areas of necrosis were invariably found in the 
myocardium. 
COMMENT 

In our initial experiments with intravenous adminis- 
tration of crystalline trypsin, we were able to confirm the 
experience of others that, when rapidly injected, trypsin 
is an extremely lethal substance. Death in each instance 
appeared to be the result of intravascular coagulation. 
It was found that, when larger amounts of trypsin were 
administered slowly in low concentrations with a consid- 
erably reduced mortality rate, death, when it occurred, 
appeared to be due to intramyocardial, pulmonary, or 
retroperitoneal hemorrhage. In such cases almost no 
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Fig. 3—Allterations in electrocardiographic tracings immediately follow- 
ing administration of various doses of trypsin intravenously. 


fibrinogen could be demonstrated in the blood. To what 
extent the area of necrosis in the myocardium and dia- 
phragm contributed to the mortality figures is hard to say. 

The coagulation of the blood induced by trypsin is as 
yet unexplained. Douglas and Colebrook offered no ex- 
planation, but a year later Heard,'* who coagulated oxa- 
lated blood with trypsin, postulated that a disturbance in 
the calcium and phosphorus content of the fibrinogen 
was caused by the enzyme. Waldschmidt-Leitz '* in 1928 
suggested that trypsin accelerated coagulation by hasten- 
ing the enzymatic hydrolysis of fibrinogen by thrombin. 
Seven years later, in 1935, Mellanby *° came to the con- 
clusion that the coagulation observed by Heard was 
simply due to traces of calcium present in the commercial 
trypsin preparation. He did not believe the enzyme, as 
such, was responsible for coagulation. 

In the report of Eagle and Harris in 1937 it was sug- 
gested that trypsin reacted with prothrombin to form 
thrombin and that this thrombin then acted on the fibrin- 
ogen to form fibrin. They found it difficult to conceive of 
so specific a phenomenon as the transformation of pro- 
thrombin to thrombin being effected by two dissimilar 
mechanisms, and they therefore postulated that calcium 
and thromboplastin together constituted a proteolytic 
enzyme analogous to trypsin. The problem, however, as 


J.A.M.A., May 22, 195. 


to whether trypsin hydrolyzed prothrombin to thrombin 
or combined with it was left unanswered. 

In our in vitro experiments it was shown that pro- 
thrombin was necessary for the clotting effect of trypsin 
and that within a comparatively narrow range of trypsin 
concentrations rapid coagulation of normal whole blood 
did occur. This observation was also made when oxalated 
blood was used, but coagulation was less rapid. The ad- 
dition of small amounts of calcium along with the trypsin 
did, however, restore the clotting time to one approxi- 
mating that obtained with normal whole blood. Trypsin 
and thromboplastin inhibitor were then mixed, and this 
resulted in the formation of a substance that clotted blood 
even more rapidly than trypsin alone. This even occurred 
with amounts of trypsin that, if used alone, would prevent 
coagulation. It would appear, therefore, that trypsin plus 
the thromboplastin inhibitor resulted in the formation 
of an extremely active thromboplastic substance. A some- 
what similar observation was made by Studer,’® but in 
that particular instance the lipid fraction that he added 
to trypsin was not in itself an inhibitor of blood coagula- 
tion. 

The suggestion that plasma thromboplastin was likely 
to consist of a labile protein fraction, probably an en- 
zyme, and a lipid factor was made by Macfarlane in 
1942." It was also suggested that in excess the lipid frac- 
tion might result in inhibition of coagulation. On the 
basis of his isolation of a thromboplastic inhibitor, Over- 
man produced evidence to vindicate such a view and has 
proceeded to make a hypothesis concerning the mode 
of action of a thromboplastic inhibitor.’ Into such a 
hypothesis trypsin can be fitted remarkably well as an 
“alpha-like” substance. 

To postulate that trypsin is an “alpha-like” substance 
according to Overman’s theory pertaining to thrombo- 
plastic activity, would seem to be justifiable. Blood, there- 
fore, will clot when “alpha” (in this case trypsin) is in 
equilibrium with the phosphatide thromboplastic in- 
hibitor, which is normally in excess in the blood. The 
fact that, contrary tothereport of Tyson and West,’* tryp- 
sin will, in certain definite concentrations, clot heparin- 
ized blood in vitro lends support to this hypothesis as 
does also the increased mortality rate produced by a solu- 
tion of trypsin and thromboplastic inhibitor administered 
intravenously. This latter fact may be explained by stat- 
ing that an active thromboplastic substance is adminis- 
tered; the former fact requires a more involved explana- 
tion. On the basis of the Overman theory, the anticoagu- 
lant action of heparin is due to the removal of the “alpha” 
fraction of the thromboplastin complex, leaving the 
inhibitor fraction in excess. When, therefore, trypsin is 
added to such blood, the “alpha” fraction is replaced, an 
equilibrium is reached with the inhibitor, and the blood 
clots. 

The fact that heparin prevents in vivo coagulation by 
trypsin in the above experiments may be explained on 
the supposition that trypsin is unable to substitute for 
the large quantity of “alpha” removed before it has de- 
stroyed the fibrinogen. It is unlikely that heparin inac- 
tivates trypsin in vivo, as the proteolytic effect of the 
enzyme is apparently not destroyed. 

The fact that calcium is closely associated with tryp- 
sin in the coagulation mechanism has been pointed out 
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b, Ferguson,'® who demonstrated that cephalin, too, en- 
hances the ability of trypsin to clot the blood. On the 
basis Of his experimental work, he concluded that the 
ellicacy of trypsin depends on the quantities of calcium 
and thromboplastic factor “available” in the test system. 

This concept of Ferguson’s is not contradicted by our 
work. The thromboplastic inhibitor used here has not 
been completely isolated and purified and does contain 
cephalin. Whether or not the increased activity of trypsin 
in the presence of thromboplastic inhibitor is due simply 
to the presence of cephalin or whether the above hypothe- 
sis is correct cannot be determined at the moment. The 
role played by trypsin in the formation of a thromboplas- 
tic substance would seem, however, to be an important 
one. 

We have confirmed that in large doses trypsin intra- 
venously prolongs the prothrombin, calcium chloride, 
and clotting times indefinitely, reduces factor 5 and anti- 
thrombin levels, and will eliminate the blood fibrinogen 
if administered in a sufficiently large amount. Further- 
more, in vitro experiments indicate that fibrinogen and 
thrombin are digested or at least inactivated by trypsin. 
The fact, therefore, that blood becomes incoagulable 
when the trypsin concentration is high appears to be due 
to the proteolytic effect of the enzyme on the blood- 
clotting protein components. Biochemical analysis of 
fibrinogen indicates the presence of relatively high con- 
centrations of the amino acids arginine and lysine. Tryp- 
sin is known to be particularly potent in breaking the 
amide linkages of many arginine and lysine compounds,”° 
and this would help to explain its marked predilection for 
fibrinogen. 

Very large amounts of other anticoagulants such as 
cumarin derivatives may prove to protect animals from 
the coagulating effect of trypsin, but as yet this field has 
not been sufficiently explored. Animal studies indicate, 
however, that in amounts corresponding to present-day 
therapeutic levels they are of no avail. 

Assuming conditionally that trypsin could be safely 
administered intravenously, we then proceeded to ascer- 
tain whether it resulted in easily detectable fibrinolytic 
activity of the blood. Using fibrin plates, made after the 
method of Astrup and Mullertz, we were unable to dem- 
onstrate any fibrinolytic effect of the rabbit plasma fol- 
lowing intravenous trypsin infusions until approximately 
100 mg. had been administered. At this level the blood 
fibrinogen had practically disappeared, the blood was 
incoagulable, and the fibrinolytic effect was apparently 
due to the free trypsin in the plasma, as this plasma was 
capable of clotting oxalated blood and of being inhibited 
by soybean antitrypsin. 

Artificial thrombi were then induced in rabbit ear 
veins, and trypsin was administered intravenously as 
described above. In not one case were we able to demon- 
strate any dissolution, lysis, or change in the character 
of the thrombus. We have been unable to confirm the re- 
port in the literature '» that in similar experiments with 
rabbits “complete clot dissolution and restoration of cir- 
culatory integrity consistently occurred at a range be- 
yond 200,000 units of trypsin.” On the contrary, in sev- 
eral cases extension of the preformed thrombi was 
noted. 
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Innerfield and co-workers,’ after reporting that intra- 
vascular coagulation following the intravenous adminis- 
tration of purified trypsin had not been observed by them 
during animal and human studies, have administered 
trypsin (Enzar) intravenously to many patients. In their 
latest report,” however, they have stressed an anti-in- 
flammatory effect of the trypsin given intravenously 
rather than a thrombolytic one. The dosage used has also 
been markedly reduced. Formerly 100,000 to 250,000 
units of trypsin diluted in 250 ml. of saline solution were 
administered once or twice a day but recently they have 
recommended 50,000 to 100,000 units twice daily in 
100 ml. of saline.*! Doses as low as 20,000 units, ad- 
ministered intramuscularly, are now being recom- 
mended,” although there is no sound evidence that these 
have any physiological or therapeutic effect. 

Laufman and Roach * in their initial clinical studies 
used Innerfield’s original dosage but frequently encoun- 
tered local pain, tenderness, and redness at the site of 
infusion. In their later clinical trials, therefore, they used 
250,000 units dissolved in 500 ml. of isotonic sodium 
chloride solution and administered at the rate of one drop 
per second through a no. 23 needle. They did not find 
that intravenous trypsin therapy resulted in disappear- 
ance of a palpable thrombus any more rapidly than did 
conventional treatment. They stated that they “are re- 
luctant to use larger doses,” since their animal experi- 
ments indicated that “one cannot expect to dissolve a 
preformed thrombus with intravenous trypsin adminis- 
tration almost regardless of dosage.” Knight and Or- 
mond ** have had a somewhat similar clinical experi- 
ence and have encountered multiple thromboses at the 
sites of intravenous infusions. 

The claim that trypsin intravenously may have an anti- 
inflammatory effect quite independent of the presence 
of a thrombus that may or may not disappear is more dif- 
ficult to evaluate. It is a common experience for the in- 
flammatory reaction associated with thrombophlebitis to 
subside rapidly with rest alone. This appears to be 
hastened by warm packs and anticoagulant therapy. The 
incidence of inflammatory reactions at the site of the in- 
jections of trypsin is not impressive evidence of its anti- 
inflammatory action. 

CONCLUSIONS 

On the basis of our studies and in the light of the clin- 
ical experience of Knight and Ormond and Laufman and 
Roach, the following conclusions appear justified: 1. 
There is insufficient evidence to justify the use of trypsin 
for therapeutic purposes in man. 2. The use of trypsin 
intravenously in sufficiently large doses to produce meas- 
urable effects on the clotting mechanism is associated, in 
rabbits, with grave dangers, especially of intravascular 
clotting, hemorrhages into the tissues, and focal necrosis 
in the musculature of the heart and diaphragm. 3. Minute 
doses cannot be shown to have any demonstrable effect 
on the blood clotting mechanism. 4. Neither large nor 
small amounts of trypsin intravenously have any thera- 
peutic effect whatever on artificially induced intravascu- 
lar thrombi. 5. Trypsin should not be distributed for gen- 
eral clinical use at this time. 


525 E. 68th St. (Dr. Wright). 











EFFECT OF ESTERS 


The development of Candida albicans infection, or 
moniliasis, following antibiotic therapy has received 
considerable attention recently. The true incidence of 
this condition, however, is debatable. Lipnik, Kligman, 
and Strauss + have reviewed the subject in an attempt 
to define the possible role that C. albicans may play in 
the production of side reactions to antibiotics. They con- 
cluded that true moniliasis is very rare in people treated 
with antibiotics and that the mere presence of the organ- 
ism in the oral cavity or in the gastrointestinal tract does 
not justify a diagnosis of C. albicans infection. Having 
treated hundreds of patients with wide-spectrum anti- 
biotics in this clinic we are of the same opinion. Our 
evidence suggests that yeast-like organisms may be found 
in varying numbers in the intestinal tract as part of its 
normal flora (presumably true for the oral flora, too) 
in a large percentage of untreated persons, provided 
adequate isolation techniques are employed. Since these 
organisms are resistant to antibiotics they could be ex- 
pected to increase in numbers after diminution of the 
bacterial flora (as do other resistant micro-organisms) 
or, at least, be isolated more easily. Therefore, if there 
is an etiological relationship between C. albicans and 
the symptoms ascribed to moniliasis, a high incidence of 
the disease should follow antibiotic therapy, especially 
with wide-spectrum drugs. Lipnik and his associates 
point out that fungi, in general, are of low invasiveness 
and that factors, such as age, malnutrition, and other 
infections, are important in predisposition to infection 
with these organisms. 

If C. albicans is a harmless saprophyte when it is 
present as part of the normal microflora of human 
beings and all available evidence supports this view, the 
mechanism whereby it acquires pathogenic properties 
after antibiotic administration is still obscure, despite 
considerable work and the evolution of several theories. 
These theories have been based on one or more of the 
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following considerations: (1) pathogenicity resulting 
from a numerical increase in the yeast population, (2) 
pathogenicity resulting from inherent changes in the 
yeast cell itself, and (3) pathogenicity resulting from 
lowered host resistance as a result of antibiotic adminis- 
tration. The shortcomings of each of these lines of 
reasoning will be discussed briefly. 

Explanations for increased yeast growth after the use 
of antibiotics have been offered. The most obvious is 
that competition for nutrients is diminished as the sensi- 
tive flora is inhibited, in addition to which the produc- 
tion of bacterial metabolites of possible toxicity to the 
yeast cell is suppressed. Paine * has stated that coliform 
organisms normally exert a suppressive effect on yeasts 
and as the former are inhibited by antibiotics the latter 
flourish. Secondly, it has been reported that antibiotics 
actually stimulate the growth of yeast cells directly. 
Moore * stated that chlortetracycline (Aureomycin) 
stimulates the growth of C. albicans in vitro; whereas 
Seligmann * found that chlortetracycline enhanced the 
virulence of C. albicans in vivo. Foley and Winter ° 
reported that penicillin stimulates C. albicans in vitro 
and in vivo. Also, Pappenfort and Schnall°® obtained 
in vitro stimulation of yeasts with chlortetracycline 
obtained from capsules for oral use but not with crystal- 
line chlortetracycline. They concluded that the factor 
causing stimulation was not the same as that responsible 
for antibiosis. Lipnik and his co-workers ' showed that 
the phosphate ion present in the filler used for chlor- 
tetracycline capsules was the substance causing increased 
yeast growth and that chlortetracycline per se was un- 
related to the phenomenon. Moreover, they could find 
no clear-cut evidence that antibiotics enhanced C. albi- 
cans infection in mice. Huppert and associates * recently 
reported that various lots of chlortetracycline, including 
the crystalline drug, caused marked stimulation of C. 
albicans in vitro. Other antibiotics tested did not show 
this effect. They attribute their findings to the use of 
quantitative procedures for determining amount of cell 
growth and to the higher concentrations of chlortetra- 
cycline used, as contrasted to previous reports by other 
investigators. Using crystalline chlortetracycline, we have 
been unable to show a growth-stimulating effect on this 
organism in vitro. Amounts up to 10 mg. per milliliter of 
chlortetracycline were used, but the agar diffusion tech- 
nique used was admittedly inferior to the method of Hup- 
pert (cell nitrogen determinations). as a criterion for 
growth stimulation. 

Regardless of the mechanism whereby yeasts may 
multiply after administration of antibiotics, we recognize 
the fact that increases in numbers might follow such 
medication. However, it must be kept in mind that a 
false impression of increased yeast growth following 
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ntibiotic therapy may arise because either they are 
easier to isolate when bacterial forms become less nu- 
merous or adequate control counts are not run before 
siving antibiotics. We have found that the intestinal yeast 
population of normal persons varies widely, some pre- 
drug-administration counts running into the thousands 
or millions of cells per gram of wet stool. The point of 
this particular discussion is that in the absence of more 
definitive factors, such as the elaboration of toxic metab- 
olites or an objectionable catabolism of certain sub- 
strates within the host, it is difficult to visualize a nu- 
merical increase of yeasts per se as a sign of toxicity or 
pathogenicity. It is entirely possible that certain anti- 
biotics might mechanically irritate the intestinal mucosa, 
thus interrupting the continuity of the tissue and pre- 
disposing it to invasion by a relatively large yeast popu- 
lation. This has not been proved and would not explain 
the spotty distribution of reactors to antibiotics. The 
question of individual immunity to yeasts and fungi 
might explain the situation, but at the present time 
knowledge of such mechanisms is vague. 

Regarding increased pathogenicity of the yeast cell 
itself following antibiotic administration, Weinstein,* 
Appelbaum and Leff,’ Harris,'’ and others have stated 
that organisms insensitive to antibiotics may increase in 
virulence and invasiveness as sensitive organisms are 
eliminated from any particular flora. However, most of 
this work is based on observations whereby resistant 
gram-negative bacilli have migrated from their normal 
habitants to establish systemic infections or foci in other 
areas of the host. Obviously, this occurs rarely and is 
probably dependent on the predisposing factors pre- 
viously mentioned (age, state of nutrition, and other 
debilitating disease). Moreover, it is claimed that yeasts 
set up a clinical syndrome in their normal habitat, the 
few cases of systemic infection being rare. Certainly, if 
changes in the yeast cell occurred, infection would be 
an expected sequel to antibiotic therapy not a chance 
proposition. The same line of reasoning would have to 
apply to certain reports that antibiotics either directly 
or indirectly (by altering the host’s normal defense 
mechanisms) increase the virulence of yeast cells. 

Lowered host resistance is undoubtedly of prime 
importance in those patients with systemic mycoses. 
Harris,'® Zimmerman,'' and Paine,” have advanced theo- 
ries to explain lowered host resistance by mechanisms 
that would be in force in every person receiving anti- 
biotics. These authors believe that the antibiotics cause 
an alteration of the intestinal flora to such an extent that 
a B-complex vitamin deficiency results. Thus, according 
to the first two authors, this deficiency may predispose to 
mucocutaneous moniliasis. Paine has theorized that as 
the suppressive action of Escherichia coli on C. albicans 
is lowered in vivo (by antibiotic inhibition of the former) 
the yeast forms proliferate at will, thus creating an ab- 
normal demand on the host’s vitamin supply. This 
vitamin deficiency is believed to be synonymous with 
moniliasis. Lipnik * has stated that the role of vitamin 
deficiency has not been established and that there is little 
or no evidence for this function as a cause of moniliasis. 
Moreover, from studies done at this hospital '* and else- 
vhere, it is improbable that the normal intestinal flora 

altered sufficiently to produce clinical avitaminosis. 
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Paine has explained the therapeutic ineffectiveness of 
vitamin supplements for the host but he does not explain 
why the chain of events he postulates does not cause 
symptoms in each person receiving antibiotics, especially 
since he states that fungi are normally present in small 
numbers in the nasopharynx and gastrointestinal tract. 
Also, if coliforms are the principal restraining organ- 
isms, the fluctuations in the oral C. albicans flora before 
and after antibiotics are unexplained. 

Although occasional infections undoubtedly are due 
to C. albicans, its relationship to local manifestations 
after antibiotic therapy has not been established. Cer- 
tain additional facts presented in this paper support this 
statement. However, because of the concern over the 
apparent increase of Candida infections and because of 
our original observations '** that the parabens (methyl- 
parahydroxybenzoate and propylparahydroxybenzoate ) 
added to chlortetracycline capsules as preservatives have 
antiyeast activity in vivo, the present work was under- 
taken to study in more detail the in vivo and in vitro 
effect of the parabens on certain yeast-like fungi. Species 
of Candida were encountered most frequently in this 
work, but the presence of the genus Geotrichum was not 
uncommon. Also, Saccharomyces and molds were found 
on occasion. Geotrichum has been implicated as causing 
septicemia ** and bronchopulmonary disease.'* Asper- 
gillus endocarditis has been reported." 

Since the present work was started, a report by 
McVay and Sprunt '* showed the value of the parabens 
in preventing the development of moniliasis. They used 
oral, vaginal, and rectal routes of administration, and 
the effect was noted in each instance but was especially 
obvious in the stool studies. Although the parabens were 
found to have only a weak or moderate inhibitory effect 
on C. albicans in vitro and in vivo, the drug prevented 
overgrowth of this organism during chlortetracycline 


therapy. 
PY IN VITRO EXPERIMENTS 


Methods.—This phase of the work was done with 
strains of Candida, Saccharomyces, and Geotrichum 
freshly isolated from stools of hospitals patients. For iso- 
lation of these organisms the most satisfactory medium 
was found to be Littman oxgall agar to which was added 
100 mcg. of streptomycin per milliliter of medium. 
Sabouraud’s agar, used for the first few cases, was 
markedly inferior to the above combination in that fewer 
yeasts were recoverable and more bacterial growth was 
supported. In some cases Chapman’s agar ** was used to 
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confirm classification of the yeasts isolated although it 
was not used routinely for isolation. The different yeast 
forms were differentiated by gross and microscopic 
morphology. Candida regularly produced thick, creamy, 
convex colonies on Littman agar with budding and fila- 
ments evident microscopically. Colonies of Geotrichum 
were flat, dull, and adherent to the substratum. Pellicle 
formation occurred in liquid mediums. Microscopically, 
typical rectangular or barrel-shaped arthrospores were 
common (fig. 1). 


— 


Fig. 1.—Photomicrograph of Geotrichum (x 950). 


The in vitro work was concerned with two major 
aspects: (1) determination of the effect of chlortetracy- 
cline for oral use, with and without the parabens, and 
chlortetracycline (crystalline) for intravenous use on 
the growth of the yeasts that were isolated; (2) de- 
termination of the effect of methylparaben and propyl- 
paraben on the growth of the yeasts isolated. This was 
accomplished principally with cup plates, although a 
few streak plate tests were run. Littman oxgall agar 
without streptomycin was used routinely. In the streak 
plate tests, the material to be tested was suspended or 
dissolved in the agar, and the hardened surface was 
streaked with a sterile cotton swab moistened in a 1:10 
dilution of an 18 hour brain-heart infusion broth culture 
of the test organism. The plates were incubated at 30 C 
(86 F) for three to five days and examined macro- 
scopically for variations in the amount of growth. 

Cup plate tests were conducted by seeding 14.7 ml. 
of Littman agar (without streptomycin) with 0.3 ml. of 
an 18 hour brain-heart infusion broth culture of the 
yeast under test. The seeded agar was allowed to harden 
in a sterile Petri dish, after which sterile 8 mm. metal 
cylinders were placed on the surface of the agar. The 
materials to be tested were added to individual cylinders, 
and the plates were incubated at 30 C for three to five 
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days, after which zone sizes were measured as indexes of 
growth inhibition. In certain instances fungicidal activity 
was determined by transferring clear areas of agar to 
sterile tubes of brain-heart infusion broth. The absence 
of growth indicated the lack of viable yeast cells. 

In cup plate tests the parabens were dissolved in 25% 
or 33% ethyl alcohol, this solvent alone showing no 
inhibition of yeast growth. It was desirable to know if 
the parabens, after ingestion with chlortetracycline, were 
absorbed from the gastrointestinal tract and entered the 
general circulation. If this could be demonstrated, some 
degree of extraintestinal yeast control might occur from 
use of the parabens. Accordingly, serum, urine, and stool 
samples were collected from two patients before medi- 
cation with chlortetracycline containing the parabens 
and immediately after three days of such medication 
(total dosage: chlortetracycline, 8 gm. per patient; 
parabens, 3.6 gm. per patient). These samples were 
bioassayed for activity against various strains of Candida 
and Geotrichum by cup plates. Stool samples were diluted 
1:20 with sterile saline solution before testing, and un- 
diluted serum and urine samples were centrifuged. 


Results.—Figures 2 and 3 show representative results 
obtained with C. albicans. With identical inocula, pro- 
gressively decreased amounts of growth appear from the 
control plate (A) through the plates containing 2.5 mg. 
of propylparaben (B) and 10 mg. of methylparaben 
(C). The plate containing both methylparaben and pro- 
pylparaben (D) shows complete inhibition of growth 
(fig. 2). In fig. 3, plates B, C, and D each contained 


Fig. 2.—Effect of the parabens on Candida albicans. A, control; B, with 
2.5 mg. of propylparaben; C, with 10 mg. of methylparaben; and D, with 
2.5 mg. of propylparaben and 10 mg. of methylparaben. 


the contents of one 250 mg. chlortetracycline capsule. 
However, the material in plate B did not contain the 
parabens. There is little, if any, difference between the 
amounts of growth on plates A (control) and B; how- 
ever, if any stimulation of growth did occur on B, it was 
completely overcome when the parabens were present 
(C and D). The dark areas on plates B, C, and D repre- 
sent insoluble particles of the filler used in the manu- 
facture of chlortetracycline capsules. 
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Table 1 summarizes the results of various in vitro 
cup plate tests in which representative strains of Candida 
and Geotrichum were subjected to the action of various 
chlortetracycline preparations as well as methylparaben 
and propylparaben. In addition, certain strains of Sac- 
charomyces were subjected to study. Zones of stimula- 
tion or inhibition varied with the strain of yeast and with 
the concentration of drug. Stimulation of yeast growth 
occurred only with capsular chlortetracycline lacking the 
parabens and only certain strains of Candida and Sac- 
charomyces showed this effect. Geotrichum was not 


TABLE 1.—Jn Vitro Activity of Chlortetracycline (Aureomycin) 
and Parabens on Yeast Strains 


10 Mg. of 
10Mg.of 10 Mg. of Chlor- 
Chlor- Chlor- tetra- 
tetra- tetra- eycline 
eycline for cycline for for Intra- 
Oral Use Oral Use venous Use 5 Mg. of 5 Me. of 
Yeast (No (with (No Methyl- Propyl- 
Strains Parabens) Parabens) Parabens) paraben paraben 
Candida s* 3 0 0 0 0 
(5 strains It 0 5 0 5 3 
tested) Ut 2 0 5 0 2 
Geotrichum SS 2 0 0 0 (3) 
(4 strains I 0 4 0 3 
tested) U 2 0 4 1 1 
* S, number of strains stimuleted. 
+ J, number of strains inhibited. 
t U, number of strains unaffected. 


affected. All strains tested were uniformly inhibited by 
capsular chlortetracycline containing the parabens and 
by methylparaben and propylparaben alone. Crystalline 
chlortetracycline (for intravenous use) neither stimulated 
nor inhibited growth of any of the three yeast genera in 
concentrations up to 10 mg. per cup. It would appear 
from this work that the property of yeast stimulation is 
a function of an ingredient used in the manufacture of 
chlortetracycline capsules rather than a function of crys- 
talline chlortetracycline. Also, if in vivo interpretations 
may be made from these results, it would appear that 
any stimulating effect exerted by chlortetracycline on 
yeasts would be nullified by the presence of the para- 
bens. 

In separate experiments attempts were made to deter- 
mine if yeast strains acquired in vivo resistance to the 
parabens during a course of medication with these drugs 
in combination with chlortetracycline. The strains iso- 
lated daily from the stools of patients receiving this 
medication showed no trend either toward increased or 
decreased sensitivity to methylparaben and propyl- 
paraben. 

A few tests for fungicidal activity showed that certain 
strains of yeast were killed by methylparaben or propyl- 
paraben, while others were merely inhibited. The size of 
the plate zone from which clear areas of agar were 
transferred into broth for this test did not predetermine 
fungistatic or fungicidal activity. 

Serum, urine, and stool samples from two patients 
were bioassayed for the parabens with various strains 
of Candida and Geotrichum before and after the inges- 
tion of relatively large amounts of chlortetracycline con- 
taining the parabens. With the cup plate technique 
previously described, no zones of inhibition were noted 
in any instance except around the methyl and propyl 
control cups. The only conclusion justified from these 
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results is that the parabens, as such, do not accumulate 
in large amounts in vivo. With more accurate and sensi- 
tive methods detectable amounts of the parabens could 
possibly be demonstrated. 


The in vitro results described in this paper constitute 
only a part of the observations and experiments made 
but are representative of this phase of the work as a 
whole. On the basis of these results, the following state- 
ments may be made: 1. Both the methyl and propyl 
esters of parahydroxybenzoic acid were active against 
most of the strain of yeasts tested, their effectiveness 
being a function of both concentration and strain of 
yeast. 2. As little as 1 mg. of these esters had activity, 
but inhibition was more marked at the 5 and 10 mg. 
levels. 3. Certain strains were killed at the higher levels, 
other merely inhibited. 4. Comparative activity of the 
methyl and propyl esters depended on the strain of 
yeast, but, in general, the methyl ester was more active. 
5. Strain variation in sensitivity to the parabens was 
marked, even among strains isolated from the same 
patient. 6. In general, Candida and Saccharomyces were 
more sensitive to both parabens than was the genus 
Geotrichum. 7. There did not seem to be significant cor- 
relation between in vitro sensitivities and in vivo fluctua- 
tions of total yeast numbers. 8. Certain strains of yeasts 
were stimulated in vitro by chlortetracycline contained 
in capsules; others were not. This was overcome when 
the parabens were present. Chlortetracycline for intra- 
venous use neither stimulated nor repressed yeast 





Fig. 3.—Effect of chlortetracycline (Aureomycin) in capsules on Candida 
albicans. A, control; B, with 250 mg. of chlortetracycline not containing 
the parabens; C, with 250 mg. of chlortetracycline containing 177 mg. of 
the parabens; and D, with 250 mg. of chlortetracycline containing 112.5 
mg. of the parabens. 


growth. 9. Bioassays of serum, urine, and stool samples 
obtained from patients receiving relatively large amounts 
of chlortetracycline containing the parabens revealed no 
demonstrable amounts of parabens when tested against 
various yeast forms. The average daily dose of the para- 
bens ingested per patient was 1.08 gm. of the methyl 
ester and 270 mg. of the propyl ester, these amounts 
being contained in 3 gm. of chlortetracycline. 








IN VIVO EXPERIMENTS 


Methods.—The in vivo data pertaining to the anti- 
yeast activity of the parabens were obtained by perform- 
ing daily stool counts for total yeast numbers from 
patients before, during, and after oral medication with 
chlortetracycline containing the parabens. In two cases 
chlortetracycline without the parabens was employed as 
a control. The patients who volunteered for this study 
were all hospitalized for reasons other than gastro- 
intestinal disease and had not received antibiotics or 
chemotherapy for at least several weeks preceding this 
study. All medication with the drugs under investigation 
was supervised by a nurse or one of the authors. The 
average dose of chlortetracycline was 1 gm. three times 
daily, or 12 capsules, 250 mg. each. Each capsule con- 
tained 90 mg. of methylparaben and 22.5 mg. of propyl- 
paraben. Medication was usually continued for three 
days. This schedule was shortened in some patients 
because of intolerance to the drug. 

For isolation of the yeast forms, fresh stool was 
weighed and serially diluted with sterile sodium chloride 
solution. If storage of the sample was necessary, a deep- 
freeze box at —20 C (-—4 F) was employed. After 
dilution, aliquots were plated with Littman oxgall agar 
containing 100 mcg. of streptomycin per milliliter of 
medium. After incubation at 30 or 37 C (86 or 98.6 F) 
for three to five days, yeast forms were identified as 
previously explained and counted directly from the incu- 
bated plates. Subcultures were made from these plates 
for in vitro work. 

Results.—The counts obtained from 17 patients are 
shown in table 2. Data on some of the patients are 
missing because of inability to obtain specimens on 
certain days. Stool samples were obtained each day 
before medication was given and thus from two to four 
control values were obtained on all but two patients 
(cases 3 and 8). It is interesting to note that no change 
occurred in the character and odor of the stools obtained 
from these patients during or after medication. 

Inspection of the data in table 2 will reveal the 
following facts: 1. The numbers of yeasts normally 
present in the intestinal tract of man vary considerably 
from patient to patient and from day to day in the same 
patient. This complicates the evaluation of any antiyeast 
preparation and emphasizes the importance of adequate 
control data. 2. There was no apparent correlation be- 
tween the numbers of intestinal yeasts and the incidence 
of symptoms referable to the gastrointestinal tract. In 
those patients exhibiting large numbers of yeasts after 
administration of the drug (cases 5, 10, 15, and 17), 
there were no instances of gastrointestinal upset. On the 
other hand, this type of symptom appeared in seven pa- 
tients, none of whom showed unduly high yeast counts. 
We therefore believe that gastrointestinal complaints 
after the administration of chlortetracycline are not due 
to the proliferation of intestinal yeast forms. 3. Of the 
17 patients studied, 4 showed greatly increased yeast 
counts during or immediately following medication with 
chlortetracycline and parabens (cases 1, 5, 10, and 17). 
Three additional patients revealed slightly elevated yeast 
counts (cases 6, 7, and 9) during or after therapy. In 
one patient (case 12) no specimens were obtained 
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during medication. In the remaining nine patients, the 
yeast counts during or after therapy did not vary greatl) 
from the premedication values. Although specific con 
trol data with chlortetracycline not containing the para 
bens are scant, it appears from these results that the 
parabens exert antiyeast activity in vivo in certain pa- 
tients. Thus, they may be of value in helping to contro! 
the overgrowth of intestinal yeasts following the adminis- 
tration of a wide-spectrum antibiotic such as chlortetra- 
cycline. 

It is important to point out that all in vivo counts 
referred to in this paper are total yeast counts, including 
Candida, Geotrichum, Saccharomyces, or others not 
identified. However, the majority of the forms encoun- 
tered in this work were Candida. 


COMMENT 

The incidence of side-reactions in patients receiving 
antibiotics has rightfully caused concern as to their 
cause, although in this hospital such symptoms have 
been infrequent. However, we believe that the incrimi- 
nation of Candida albicans in this connection is unjusti- 
fied and unfounded. It is known that various fungi, 
including C. albicans, may be involved in pathological 
processes in certain persons, especially those debilitated 
by such conditions as chronic disease and malnutrition; 
but no convincing evidence has been presented that these 
normally saprophytic yeasts can initiate infection in their 
normal habitat in the acutely ill person who otherwise 
is in physiological balance. 

The results of this paper show that numbers of intes- 
tinal yeasts vary greatly from person to person. Thus, a 
relatively high yeast population would be normal for 
certain persons. Also, isolation techniques are impor- 
tant for detecting yeasts and fungi in the microflora of 
humans. When outnumbered by faster growing bacteria, 
only a portion of the yeast population may be detected 
before the institution of antibacterial therapy if inappro- 
priate methods are used. Using the same method, a 
greater percentage of yeasts would be recovered when 
the bacterial population has been reduced by the drug. 
These and possibly other factors undoubtedly confuse 
the issue and may lead to an erroneous diagnosis of 
moniliasis. 

Certainly, in this institution, of hundreds of patients 
treated with chlortetracycline and other wide-spectrum 
antibiotics, there has been a very low proportion of 
persons showing gastrointestinal, oral, or cutaneous 
symptoms of toxicity. These persons as a whole may be 
considered as subnormal from a dietary and economic 
viewpoint. If antibiotics were to encourage the develop- 
ment of yeast and fungus infections, the incidence in this 
type of population should be high. The specific results 
of this paper show no relationship between gastrointesti- 
nal distress and the numbers of yeasts in the stool. 


However, aside from the question of moniliasis as a 
clinical entity after antibiotic therapy, the present study 
has demonstrated the ability of both methyl and propy! 
parabens to control the growth of various intestinal 
yeasts in vitro. Extension of this work has shown that 
when employed in vivo these same substances may prove 
of value in helping to control the overgrowth of intestinal 
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easts following antibacterial therapy. A recent paper 
'y Siegal ** has demonstrated also the in vitro antifungal 
ctivity of methylparaben and propylparaben. He con- 


-luded, “The fungistatic effectiveness of the parabens in 


low concentrations, as well as their very low toxicity 
ind lack of interference with the antibiotic action of 


aureomycin and penicillin and neomycin should make 
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yeast control would have real or imaginary value de- 
pending upon whether moniliasis is a real or imaginary 
clinical problem. 

In the present work we were unable to demonstrate 
stimulation of yeast growth in vitro by crystalline chlor- 
tetracycline. These results agree with those reported by 
certain authors and disagree with others. 


TABLE 2.—Influence of Oral Therapy with Chlortetracycline (Aureomycin) and Parabens on Numbers of Yeasts 
Recovered from Intestinal Tract of Patients 








Chlor- Yeast Counts 
tetra- Para- (No. of 
Date, eycline, bens, Cells per Gram Side- 
Case 1952 Gm. Gm. Wet Stool) Reactions 
1 1/31 2 — i eaigsasinias Loose stools 
2/1 2 0 2.000 on 2/3 
2/2 2 0 30,000 
2/3 :  <piarepare 
2/4 1 oe ° —s “aheatais 
2/5 3 1.35 30,000 
2/6 3 1.35 20,000 
2/7 1 0.45 23,000 
2/8 0 0 400,000 
2/9 0 0 370,000 
2/10 0 0 700,000 
9 2/2 0 0 500 None 
2/4 2 0 120 
2/5 2 0 2,600 
2/6 2 > ine 
2/7 2 0.9 400 
2/8 3 1.35 580,000 
2/9 3 1.35 4,500 
2/10 1 0.45 2,800 
2/11 0 0 4,500 
2/12 0 0 32,000 
2/13 0 0 13,000 
3 2/13 3 1.35 200 Nausea, vomit- 
2/14 3 1.35 170 ing, diarrhea, 
2/15 0 0 550 * and rash on 
2/16 0 0 Ot 2/14; patient 
2/17 0 0 0 refused further 
2/18 0 0 1,600 medication 
4 2/12 0 0 29,000 Nausea, vomit- 
2/13 3 1.35 4,600 ing, and diar- 
2/14 3 1.35 23,000 rhea on 2/15 
2/15 2 0.9 20,000 
2/16 0 0 60,000 
2/17 0 0 22,000 
2/19 0 0 120,000 
5 2/20 0 0 400 None 
2/21 0 0 600 
2/22 3 1.35 4,500 
2/23 3 1.35 60,000 
2/24 3 1.35 60,000 
6 2/20 0 0 20 None 
2/22 3 1.35 80 
2/23 3 1.35 410 
2/24 3 1.35 1,000 
2/25 0 0 1,300 
2/26 0 0 800 
2/27 0 0 550 
7 3/1 2 0.9 120 Loose stools 
3/2 3 1.35 500 
3/3 3 1.35 1,100 
3/4 0 0 1,100 
3/5 0 0 5D 
3/6 0 0 4,600 
8 2/29 0 0 1,800 Nausea and 
3/1 2 0.9 17,500 vomiting 
3/2 3 1.35 6,800 throughout; 
3/3 1 0.45 beens patient refused 
3/6 0 0 270 lust two doses 
on 3/3 
9 3/13 0 0 2,500 None 
3/14 0 0 150 
1/15 3 1.35 eeniin 
3/16 3 1.35 15,000 
3/17 3 1.35 7,500 
3/18 0 0 17,000 
3/20 0 0 10,000 
10 3/13 0 0 17,000 None 
3/15 3 1.35 500 
3/16 3 —_ oases 





Chlor- Yeast Counts 
tetra- Para- (No. of 
Date, eycline, bens, Cells per Gram Side- 
Case 1952 Gm. Gm. Wet Stool) Reactions 
3/17 3 1.35 4,000,000 
3/18 0 0 7,000,000 
3/20 0 0 8,000,000 
1] 7/9 0 0 200 None 
7/10 3 1.35 2,200 
7/11 3 1.35 1,000 
7/12 3 1.35 500 
7/13 3 1.35 900 
7/14 0 0 8,000 
7/15 0 0 17,000 
7/18 0 0 300 
7/21 0 0 2,100 
12 8/6 0 0 26 000 Nausea and 
8/8 0 0 50,000 vomiting 
8/11 2 0.9 senses 
8/12 3 4 0 46ers 
8/13 2 — $+ - i | eeeKes 
8/15 0 0 800,000 
8/16 0 0 1,250 
13 8/6 0 0 30 None 
8/7 0 0 20 
8/8 0 0 70% 
8/11 3 1.35 pevens 
8/12 3 1.35 110 
8/13 3 —— |i  ederris 
8/14 1 0.45 190 
8/16 0 0 230 
8/17 0 0 8v 
14 8/25 0 0 6,900 Nausea and 
8/25 0 0 260 vomiting 
8/26 0 0 100 
8/27 3 1.35 0 
8/28 1 0.45 200 
8/29 1 0.45 ececee 
8/30 0 0 0 
8/31 0 0 60 
15 9/12 0 0 40,000 None 
9/14 0 0 0 
9/15 0 0 innumerable 
9/16 3 1.35 20,000 
9/17 3 1.35 innumerable 
9/18 3 1.35 innumerable 
9/19 0 0 0 
9/24 0 0 50,000 
9/25 0 0 60,000 
9/26 0 0 60,000 
16 9/12 0 0 0 None 
9/14 0 0 60 
9/15 0 0 0 
9/16 3 1.35 70 
9/17 3 1.35 60 
9/18 3 1.35 30 
9/19 0 0 0 
9/22 0 0 60 
9/23 0 0 270 
9/24 0 0 150 
9/25 0 0 0) 
9/26 0 0 1,300 
17 10/4 0 0 30,000 None 
10/5 0 0 260 
10/6 0 0 5,500 
10/7 1 0.45 14,000 
10/8 1 0.45 100.000 
10/9 1 0.45 640,000 
10/12 0 0 205,000 
10/13 0 0 240,000 
10/14 0 0 178,000 
10/15 0 0 180,000 
10/16 0 0 104,000 





* Green molds per gram of stool, 130. 


them of particular interest in future antibiotic prepara- 
tions.” 

The fate of the parabens in the human body is uncer- 
tain but it is unlikely that they pass the intestinal barrier 
unchanged or, in fact, are eliminated from the intestinal 
tract unchanged, at least in measurable amounts. How- 
ever, as stated before, the use of the parabens for in vivo 


t Green molds per gram of stool, 30. 
> 


t Green molds per gram of stool, 500. 


Few clinical or laboratory studies have been done on 
intestinal yeasts or fungi other than C. albicans as a 
sequel to antibiotic therapy. The genus Geotrichum was 
encountered frequently in the present work, and it may 
be that additional studies on this or other fungus forms 





17. Siegal, M.: Fungistatic Activity of Methylparaben and Propylpara- 
ben, Antibiotics & Chemother. 3: 478-480, 1953. 
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would help to clarify the problem. Perhaps synergistic 
relationships exist between certain yeast, fungal, or 
bacterial forms to produce reactions to antibiotics. Ob- 
viously, additional studies would be of interest. 


SUMMARY 

The antiyeast activity of methylparaben and propyl- 
paraben (methylparahydroxybenzoate and proplypara- 
hydroxybenzoate) has been studied both in vitro and in 
vivo with varying degrees of activity noted. The practical 
importance of yeast control in vivo is directly related to 
the incidence of Candida infection after administration of 
antibiotics. There is need for additional clinical and 
laboratory study on this problem. 


136th St. and Lenox Ave. (Dr. Metzger). 








CLINICAL NOTES 








FAMILIAL INCIDENCE OF CONGENITAL 
ANEURYSMS OF CEREBRAL ARTERIES 





REPORT OF CASES OF RUPTURED ANEURYSMS 
IN FATHER AND SON 





William R. Chambers, M.D. 
Byron F. Harper Jr., M.D. 
and 


James R. Simpson, M.D., Atlanta, Ga. 


That there may be a familial factor in the occurrence 
of intracranial aneurysm is a possibility that has not yet 
been advanced, to the knowledge of the authors. It has 
now been widely accepted that they are of a congenital 
nature, and, while it does not necessarily follow that they 
are also familial, it is intriguing to suppose that with 
further attention to the possibility such a relationship 
might be discovered. 

As early as 1887 Eppinger ' proposed that aneurysmal 
sacs might be considered congenital. In 1928 Green * 
entitled an article “Congenital Aneurysms of the Cerebral 
Arteries.” Dandy * stated that most of the intracranial 
aneurysms were generally accepted as of congenital ori- 
gin. More recently, Sugar,* referring to the monograph 
of Padget,° has been able to point out residuals of embry- 
onic arteries capable of expanding into intracranial aneu- 
rysms at their common sites. 

On the other hand, reports of aneurysms occurring in 
members of the same family, or blood relations, are not 
common. A search has been made through the literature 
and not one case of aneurysm occurring in father and son 
has been discovered. The following case reports of 
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1. Eppinger, H.: Pathogenesis (Histogenesis und Aetiolgie) der 
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proved aneurysms in father and son therefore may on the 
one hand be unique but on the other hand may prove the 
stimulus for the reporting of many such cases well known 
to other workers. 





CasE 1.—A 52-year-old man had been in perfect health, but 
he suddenly became unresponsive, thick in speech, drowsy, and 
complained of a severe headache. At first examination, it was 
said that no neurological signs were present except a slightly 
stiff neck. A spinal tap revealed a pressure of 200 mm. H.O, 
and the fluid was clear. Diagnoses of hysteria, meningitis, and 
several other possibilities were considered. 

The aphasia progressed until the patient could make himself 
understood only with the greatest difficulty. About three days 
after the onset of the illness, examination showed Babinski’s 
sign bilaterally (right, more prominent), absence of cremasteric 
reflex on the right, and an equivocal weakness of the right arm. 
There was also a slight weakness of the lower right portion of 


























Fig. 1.—Carotid angiogram showing aneurysm of the middle cerebral 
artery at point of the arrow. 


the face. The patient was uncooperative, confused, and aphasic. 
By this time the neck was markedly stiff. Another spinal tap 
showed 210 mm. H.:O pressure and clear fluid, which was slightly 
xanthochromic. An angiogram was done; it revealed an aneu- 
rysm on the course of the left middle cerebral artery, prob- 
ably in the lateral sulcus, about halfway between the circle of 
Willis and the emergence of the middle cerebral branches on 
the surface of the brain (fig. 1). The middle cerebral artery also 
seemed to be elevated, suggesting the possibility of a hemor- 
rhage from the aneurysm into the temporal lobe. Because the 
patient’s condition rapidly became worse, a craniotomy was 
undertaken. A large blood clot was evacuated from the tem- 
poral lobe; the aneurysm was discovered at the expected loca- 
tion and found to have a wide sessile base. Hypotension was 
induced by the use of hexamethonium. It was then possible to 
place large tantalum clips, which were sheathed in polyethylene 
tubing, across the wide base in such a manner as to occlude the 
aneurysm without obstructing the middle cerebral artery. 

Four months after the operation, the patient was almost ready 
to return to work. His speech could be understood readily, but 
he was attending a speech therapy school in order to overcome 
a tendency to paraphasia. 
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CasE 2.—Almost exactly two months after the onset of the 
ather’s attack, the 21-year-old son had a classical subarachnoid 
vemorrhage. Carotid angiography was done bilaterally, but 
no aneurysm could be demonstrated (fig. 2). His condition 
improved, and he was sent home. A second attack occurred 
about one month later. At this time his condition was so poor 
that further angiography was impossible. He died 24 hours after 
admission. Autopsy revealed an aneurysm on the anterior com- 
municating artery. A blood clot about the size of a pea extended 
down into the very pedicle of the sac and evidently stoppered 
off the aneurysm in such a manner that the angiogram done 
on the first admission did not show a defect. A new rupture be- 
tween this clot and the anterior communicating artery had oc- 
curred, and wide subarachnoid hemorrhage was present. In 
addition, there was an anomalous artery, a posterior cerebral 
branch arising from the internal carotid artery itself. 





Fig. 2.—Right carotid angiogram (retouched) showing suspicious area 
at arrow that was not interpreted as an aneurysm. 


COMMENT 

Aside from the interesting findings of intracranial an- 
eurysm in father and son, these cases point up several 
important factors in diagnosis and treatment of aneu- 
rysms. First, the father’s aneurysm was on the middle 
cerebral artery on the left, an area that in the past has 
been considered a poor risk for the intracranial approach. 
Dandy * reported no cases of recovery from surgical 
treatment of aneurysms of the middle cerebral artery. 
However, with the new hypotensive drugs the surgeon is 
able to approach such aneurysms with much greater 
safety. With reasonable deliberateness he can now care- 
fully place sheathed clips of appropriate size and shape 
in such a manner as to conserve the middle cerebral cir- 
culation. Second, in rehabilitation of such cases, modern 
treatment of aphasia has reached such an efficiency as 
largely to overcome the doubts as to whether people with 
such clinical findings as this patient shall later be em- 
ployable. Third, it is interesting to note that at no time 
did the father’s spinal fluid show any considerable num- 
ber of red cells. The carotid angiogram was particularly 
helpful in this case, for, if only an air study had been 
done, tumor instead of aneurysm might have been diag- 
nosed and a surgical approach might have been made 
before proper preparation had been undertaken for this 
type of lesion. The value of the angiogram in this case was 
clearly demonstrated. 


On the other hand, in the case of the son, the occa- 
sional failure of the angiogram to show the lesion is 
tragically illustrated. Robertson * in 1949 said, “Failure 
tc visualize a sac by arteriography is not evidence of the 
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absence of an aneurysm.” The reason for such failure is 
amply demonstrated in this case by the stopper type of 
clot that was found at autopsy. 


Tuthill * and Forbus * have both hypothesized against 
the congenital nature of intracranial aneurysms. The 
presence of a second anomaly, a posterior cerebral vessel 
arising directly from the internal carotid artery, in case 2 
would tend to support the congenital origin. While the 
congenital origin of intracranial aneurysm in most cases 
has been well established, the possibility of familial rela- 
tionship should be further investigated. 


133 Doctors Building (3) (Dr. Chambers). 
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ADENOMA OF THE LINGUAL THYROID 
REPORT OF A CASE 


Jerry Zaslow, M.D. 
David M. Sklaroff, M.D. 


and 


Harry Kornfield, M.D., Philadelphia 


Since Hunt’s first report of a lingual thyroid in 1866," 
numerous papers have appeared in the literature describ- 
ing this condition. While it is by no means a medical 
curiosity, since it occurs in 1 out of 2,500 to 4,000 in- 
stances of all types of thyroid disease,’ the experiences 
of any one physician are usually so limited that when 
such a condition presents itself he must consult the liter- 
ature in order to manage properly the case at hand. This 
report was stimulated by the fact that we recently had a 
patient with most unusual symptoms, and the diagnosis 
was made only after the operation was performed. 


REPORT OF A CASE 


A 49-year-old white woman was admitted to the hospital 
with the complaint of a mass in the right submaxillary-sub- 
mental triangle of the neck for nine months prior to admis- 
sion. The mass was first noticed by her dentist during the 
course of dental extractions, and the patient was not certain 
whether this mass had grown in size. There was no pain in 
the area. There were no signs or symptoms suggestive of 
either hypothyroidism or hyperthyroidism. On physical exami- 
nation, it was noticed that the mass was situated deep in the 
submaxillary-submental triangle on the right. Examination of 
the remainder of the head and neck area revealed no obvious 
abnormalities. The presumptive diagnosis was that we were 
dealing with a tumor of the right submaxillary salivary gland. 


Operation was performed with the patient under endo- 
tracheal anesthesia. An incision was made in the neck directly 
over the mass. The mass was found to be situated deep to 
the mylohyoid muscle on the right, and it was necessary to 
divide this muscle in order to gain adequate exposure. The 
mass was then exposed and found to be firm, smooth, and 
well encapsulated. It was shelled out from the contents of the 
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triangle and was found to be fixed to the right cornu of the 
hyoid bone. It was separated from this structure and removed. 
No other deep connections could be demonstrated. The mass 
resembled a thyroid adenoma. 

The postoperative course was entirely uneventful. The report 
by the pathologist on the resected specimen was that the mass, 
measuring 2.5 by 1.5 by 1 cm., was typical of a thyroid colloid 
adenoma without any evidence of malignant change. There- 
fore, studies were directed toward the evaluation of thyroid 
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Fig. 1.—Photograph of scintigram, anterior view, showing radioactivity 
confined to midline area above level of hyoid bone. 


function. A basal metabolism test was within normal limits. 
A radioactive iodine uptake study performed on the fifth 
postoperative day revealed the uptake to be within normal 
range; however, it was observed that there was no uptake of 
radioactive material below the level of the hyoid bone. All 
of the radioactivity was confined to the area between the 
mandible and hyoid bone, bilaterally. In order to determine 
the exact location of the structure that was picking up the 
iodine, anterior and lateral scintigrams were obtained (fig. 1 
and 2). This demonstrated the presence of thyroid tissue in 
the posterior lingual area. Physical examination of this site 
revealed a globular grayish-red mass protruding from the 
posterior aspect of the tongue below the foramen cecum. It 
measured approximately 1.5 cm. in all directions, but did not 
appear in any way to encroach upon the retroglossal space. 
It was then apparent that we were dealing with a lingual 
thyroid that had been associated with an adenoma of this struc- 
ture presenting itself as a mass in the neck. 


COMMENT 


As a result of cumulative reports in the literature, 
various facts concerning the causes, pathological indi- 
cations, diagnosis, and treatment of this condition have 
been evolved. It has been accepted by most authorities 
that the thyroid gland develops primarily from the floor 
of the pharynx at the level of the first pharyngeal pouch, 
descending from this area into the lower part of the neck 
to lie in a pretracheal location. When the gland fails to 
descend to its normal location, it may remain anywhere 
along its course of normal descent.’ If it rests in the region 
of the foramen cecum, it becomes known as a lingual thy- 
roid. Throughout the years it has become recognized that 
a lingual thyroid is capable of developing all pathological 
variations that have been reported for the normally de- 
scended thyroid gland.* 
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The diagnosis of a lingual thyroid should be suspected 
whenever a mass is present in the posterior lingual area. 
This may be the only thyroid tissue the patient has. Be- 
fore radioactive iodine was used in the study of this 
anomaly it was established that, when a lingual thyroid 
was suspected, it was best to perform a biopsy in order 
to determine the true nature of the tissue. This was often 
accompanied by severe hemorrhage and dysphagia and 
was by no means a completely safe procedure. If this 
tissue was shown to be thyroid, it was then felt best to 
explore the pretracheal area to determine whether the 
patient had other thyroid tissue. If no thyroid tissue was 
found other than in the lingual location, it was considered 
wise not to disturb this mass unless conditions neces- 
sitating its resection became evident. These included 
tumors, gross hemorrhage, hemorrhage into the mass, 
excessive growth of this area making swaliowing and 
breathing difficult, or constant complaint by the patient 
that the feeling of a mass in the area was most uncom- 
fortable and disturbing. Under these circumstances it 
was recognized that resection of the mass would result in 
hypothyroidism in from 65 to 70% of patients.° If the 
latter did develop, it was then necessary to maintain sub- 
stitution therapy. To prevent this sequel of total removal 
of the lesion, Goetsch advised incomplete resection.* On 
the other hand, if it was demonstrated by exploratory 
operation that other thyroid tissue was present, then it 
was considered safe to remove the lingual thyroid. 

With the aid of radioactive iodine the problem has 
been simplified so that a definite diagnostic and thera- 
peutic regimen can be carried out with assurance. When 
lingual thyroid tissue is suspected, in order to determine 
whether it is actually thyroid tissue and whether other 
thyroid tissue is present, it is a simple matter to have the 
patient take a tracer dose of radioactive iodine and to de- 
termine if the radioactive material is picked up in the sus- 
pected lingual nodule and in other areas in the neck. The 
advantage of this procedure is that exploratory operations 
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Fig. 2.—Photograph of scintigram, lateral view, showing that the area 
Seen in the anterior view is at the posterior aspect of the tongue. 


do not become necessary. Recently, in radioactive iodine 
uptake studies scintigrams have made the investigation 
graphic, simplifying the diagnosis and management. 
SUMMARY 

In a case of lingual thyroid associated with an adenoma 
presenting in the submaxillary triangle of the neck, the 
use of scintigrams was of great value in diagnosis. 

1930 Chestnut St. (3) (Dr. Zaslow). 
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DIAGNOSTIC PROBLEMS 








PRESENTATION OF CASE 
Edwin F. Hirsch, M.D., Chicago 


A white woman, aged 64, was first admitted to St. 
Luke’s Hospital in September, 1946, because of acute 
nervousness due to alcoholism and an acute hysterical 
episode following the death of her husband. She had been 
treated in another hospital for hypertension in August, 
1946. The Kahn test of the serum was positive, and the 
Wassermann was weakly positive. An electrocardiogram 
was consistent with myocardial abnormality due to cor- 
onary artery disease. In August, 1947, she was re- 
admitted for hypertensive cardiovascular disease and 
heat exhaustion, at which time the Kahn test of the serum 
was negative. In October, 1949, she was admitted for 
insulin regulation following a diagnosis of diabetes melli- 
tus, and at that time her blood pressure was 210/110 
mm. Hg. She was admitted again on February 19, 
1951, because of a sudden paralysis of both legs, urinary 
and fecal incontinence, and a slight pain in the lower 
thoracic and lumbar regions. Her legs had been numb 
for five years. Her last admission to the hospital was in 
June, 1951, at which time the Kahn test was negative. 
The acid urine had a specific gravity of 1.015, and it 
contained no albumin, 4 + sugar, no acetone, and 1 or 
2 leukocytes per high power field. The blood sugar level 
was 223 mg. per 100 cc. and the nonprotein nitrogen 
level was 41 mg. per 100 cc. The electrocardiogram 
showed no significant changes. The diabetes was con- 
trolled with 25 units of protamine zinc insulin daily. 





Fig. 1.—Low power view of the infarct of the anterior columns in the 
lumbar region of the spinal cord. 


Physical Examination—Her blood pressure was 
230/110 mm. Hg; her pulse was 92; and her respiratory 
rate was 22 per minute. Her pupils reacted sluggishly but 
equally to light and there seemed to be some mental aber- 
ration. There was a loss of sensation in both feet, taper- 
ing at the ankles, and a decreased vibratory sense in the 
left foot. There were no voluntary movements of the toes 
and feet. The right knee jerk was present but the left was 
absent. The Achilles reflex was absent bilaterally. There 
Was no plantar response. The clinical impression was 
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that of a lesion of the spinal cord between the second and 
fifth lumbar segments. 

Laboratory Findings.—The blood contained 5,820,- 
000 erythrocytes and 10,200 leukocytes per cubic milli- 
meter and 16.8 gm. of hemoglobin per 100 cc. The differ- 
ential count was in the normal range. The acid urine had a 





Fig. 2.—Infarct of the anterior columns of the lumbar region of the 
spinal cord. Note the atherosclerotic occlusion of the afferent branches 
of the anterior spinal artery. 


specific gravity of 1.010 and contained 75 mg. of albumin 
per 100 cc., no sugar, a few coarse granular and hyaline 
casts per low power field, and a few erythrocytes and 
epithelial cells. The sedimentation rate was 16 mm. in 
one hour. The blood nonprotein nitrogen level was 13 
mg. per 100 cc.; the fasting blood sugar, 85 mg. per 100 
cc.; and the plasma cholesterol, 380 mg. per 100 cc. The 
Kahn test was doubtful; the VDRL (Venereal Disease 
Research Laboratory) test was positive; and the Wasser- 
mann test was negative. A roentgenogram of the lumbo- 
sacral region of the spine revealed minimal arthritic 
changes and calcification of the abdominal aorta. The 
spinal fluid was clear and colorless, and contained 88 mg. 
of albumin per 100 cc. and 1 leukocyte and 1 erythro- 
cyte per cubic millimeter. The Wassermann test of the 
spinal fluid was negative, and the colloidal gold curve 
was 111 111 0000. Repeated serologic tests and urinaly- 
ses showed no change. 

Course.—The paralysis and numbness of the lower 
extremity remained unchanged and no primary carci- 
noma was found. The patient could not get the required 
nursing care at home and remained in the hospital. She 
became confused and on several occasions paranoid. 
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After many months in bed decubitus ulcers developed 
on her back, and terminally she had generalized edema. 
The clinical diagnosis was tabes dorsalis, multiple decu- 
bitus ulcers, diabetes mellitus, and essential hyperten- 
sion. The possibility of tumor compression of the spinal 
cord was also considered. The patient died on Nov. 10, 
1951. 
ANATOMIC DIAGNOSIS 

Focal necrosis of the lumbar portion of the spinal 
cord; marked atherosclerosis of the aorta and its main 
branches; marked atherosclerotic nephrosclerosis and 
purulent pyelonephritis of the kidneys; multiple ab- 
scesses of the lungs; fibrous scars and hypertrophy of the 
myocardium; marked emaciation; and decubitus ulcers 
of the back. 

The emaciated body of this woman weighed 87 Ib. 
(39.5 kg.) and was 189 cm. long. There were multiple 
decubitus ulcers of the posterior surface of the elbows, 
back, hips, knees, and feet. Each pleural space contained 
20 to 30 cc. of a turbid yellow fluid. In the lower lobe of 
the right lung an abscess measuring 8 cm. in diameter 
and another abscess in the posterior portion of the left 
lower lobe measuring 4 cm. in diameter were found. The 
lungs weighed 440 and 330 gm. The right kidney 
weighed only 44 gm. and the left 68 gm. Each was 
markedly contracted, with chronic pyelonephritis and 
atherosclerotic atrophy. The heart with the complete 
aorta and 2 cm. of pulmonary artery weighed 480 gm. 
The myocardium had many small fibrous scars measur- 
ing 1 to 2 mm. in diameter. The aorta showed markedly 
atheromatous and calcified atherosclerosis. The spleen 
weighed 170 gm. and the liver 1,000 gm. 

The spinal cord was removed below the first thoracic 
vertebra. Grossly, it showed no significant changes. Sec- 
_tions of the cord stained by several methods disclosed 
no changes in the upper and lower thoracic regions. In 
the upper lumbar region there was a marked reduction 
in size, a decrease of the gray and white matter, and a 
destruction of the fibers in the right ventral ground 
bundles with numerous large vacuoles and glia prolifera- 
tion. The arterial branches had thick hyaline fibrous 
walls. In the lower lumbar region of the cord was a bi- 
lateral, almost symmetrical, region of necrosis (fig. 1) 
of the anterior medial columns and marked constriction 
of small branches of the anterior spinal artery (fig. 2). 
The intima was thickened by stroma containing large 
mononuclear lipophages. Accordingly, the region of ne- 
crosis in the anterior columns of the lumbar region of the 
spinal cord was interpreted as an infarct, caused by 
atherosclerotic occlusion of branches of the anterior 
spinal artery. 


COMMENT 
H. Houston Merritt, M.D., New York 


The history of this patient is characteristic of softening 
of the spinal cord (myelomalacia) in that the onset of the 
paraplegia was sudden and there was no recovery of 
function in the paralyzed members. There is an axiom 
in neurological diagnosis that paraplegia of sudden onset 
is usually due to occlusion of spinal vessels. The notable 
exceptions to this axiom are traumatic injuries to the 
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spine and acute transverse myelitis associated with mul- 
tiple sclerosis or other demyelinating diseases. 

The clinician who studied this case presumably did not 
consider arteriosclerosis as a likely cause of the patient's 
symptoms. Arteriosclerosis of cerebral vessels is the 
commonest cause of focal lesions in the brain, but focal 
lesions in the spinal cord are rarely the result of arterio- 
sclerosis of the spinal vessels. Occlusion of the vessels of 
the spinal cord is usually associated with inflammatory 
disease of the vessels (syphilis, tuberculosis, epidural 
abscess, and the like) or is due to pressure on the vessels 
by extramedullary neoplasms (such as metastatic car- 
cinoma or Hodgkin’s disease). 

The diagnosis of syphilis was suggested by the positive 
VDRL test, but was made unlikely by the absence of cells 
and the negative serologic tests in the cerebrospinal fluid. 
Metastatic carcinoma seemed to be the most probable 
diagnosis, but this diagnosis could not be confirmed nor 
could it be excluded. The diagnosis of softening of the 
spinal cord secondary to arteriosclerotic thrombosis of 
its vessels can never be made with any degree of certainty, 
and the clinicians could not be expected to consider this 
rare diagnosis in preference to the commoner ones. 
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The following abstract of recent nomenclature decisions of 
the Council is authorized for publication. 
R. T. StorMont, M.D., Secretary. 


NEW GENERIC AND BRAND NAMES 
RECOGNIZED BY THE COUNCIL 


The Council collaborates with manufacturers in the selection 
of generic and brand names for marketed drug preparations pre- 
sented for acceptance and also for new products still under 
development or clinical trial. The last report on such names 
appeared in THE JOURNAL, Feb. 27, 1954, page 764. 

The following abstract lists the generic designation, the chemi- 
cal name, where necessary for information, and the brand name 
or names simultaneously recognized for the stated firms. In 
general, a generic name should bear recognizable relation to the 
chemical name and conform as closely as consistent with brevity 
and practicality to existing systems of scientific nomenclature. 
The chief requirement for a brand name is that it should not 
be therapeutically suggestive. 

The listing of a brand name is not to be construed as indicat- 
ing Council acceptance of the product itself. Products accepted 
for inclusion in New and Nonofficial Remedies are announced 
separately. 


BUTALBITAL for 5-allyl-5-sec-butylbarbituric acid: Lotusate (Win- 


throp-Stearns Inc.) 


CROPROPAMIDE for 4-(N’-crotonyl-N’-n-propylamino)-N ,N-di- 
methylbutyramide 


CROTETHAMIDE for a-(N’-crotonyl-N’-ethylamino)-N,N-dimethy!- 
butyramide 


EDATHAMIL CALciIuM-DisopiuM for the calcium chelate of the 
disodium salt of ethylenediamine-tetraacetic acid: Calcium Di- 
sodium Versenate (Riker Laboratories, Inc.) 


EtHiopizep O1 for the ethyl ester of the iodized fatty acids 
of poppy-seed oil: Ethiodol (E. Fougera & Company, Inc.) 
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MECLIZINE HypROcHLOoRIDE for the dihydrochloride of 1-p- 
chlorobenzhydryl-4-m-methylbenzylpiperazine: Bonamine Hy- 
drochloride (Pfizer Laboratories, Division of Chas. Pfizer & Co., 
Inc.) 


METCARAPHEN HYDROCHLORIDE for 2-diethylaminoethyl 1-(3’,4’- 
dimethylphenyl)cyclopentanecarboxylate hydrochloride: Netrin 
Hydrochloride (Geigy Pharmaceuticals, Division of Geigy Com- 
pany, Inc.) 


METHANDRIOL (formerly METHYLANDROSTENEDIOL) for 17- 
methyl-45-androstenediol-38,178: Methanabol (Jackson-Mitchell 
Pharmaceuticals, Inc.); Methostan (Schering Corporation); Stene- 
diol (Organon, Inc.) 


OXYTETRACYCLINE-POLYMYXIN B for a mixture of oxytetra- 
cycline hydrochloride and polymyxin B sulfate: Terramycin 
Hydrochloride with Polymyxin B Sulfate (Pfizer Laboratories, 
Division of Chas. Pfizer & Co., Inc.) 


PENTHIENATE BROMIDE for 2-diethylaminoethyl 2-cyclopentyl-2- 
(2-thienyl)-hydroxyacetate methobromide: Monodral Bromide 
(Winthrop-Stearns Inc.) 


POLYVIDONE for polyvinylpyrrolidone: Vinisil (Abbott Labo- 
ratories) 


PRETHCAMIDE for a mixture of crotethamide and cropropamide: 
Micoren (Geigy Pharmaceuticals, Division of Geigy Company, 
Inc.) 


PROPOXYCAINE HypDrROCHLOoRIDE for 2-diethylaminoethyl 4- 
amino-2-propoxybenzoate hydrochloride: Ravocaine Hydro- 
chloride (Winthrop-Stearns Inc.) 


SALICYLAMIDE for o-hydroxybenzamide 


STYRONATE Resins for a mixture of ammonium polystyrene- 
sulfonate 75% and potassium polystyrenesulfonate 25%: 
Katonium (Winthrop-Stearns Inc.) 


SULFAPROXYLINE for N,-(4-isopropoxybenzoyl)-p-aminobenzene- 
sulfonamide 


TETRACYCLINE HYDROCHLORIDE for the hydrochloride salt of 
4-dimethylamino-1,4,4a,5,5a,6, 11, 12a-octahydro-3,6,10,12,12a- 
pentahydroxy-6-methyl-1, 1 1,-dioxo-2-naphthacenecarboxamide: 
Achromycin Hydrochloride (Lederle Laboratories Division, 
American Cyanamid Company); Tetracyn Hydrochloride (J. B. 
Roerig and Company) 


THENYLDIAMINE HYDROCHLORIDE for N,N-dimethyl-N’-(3- 
thenyl)-N’-(2-pyridyl)-ethylenediamine hydrochloride: Thenfadil 
Hydrochloride (Winthrop-Stearns Inc.) 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


Estrone-U.S.P. (See New and Nonofficial Remedies 1953, p. 
357). 
Lincoln Laboratories, Inc., Decatur, Ill. 


Solution Estrone in Oil with Benzyl Alcohol 2%: 15 cc. vials. 
\ solution in sesame oil containing 1 mg. of estrone in each 
cubic centimeter. 

Suspension Estrone with Benzyl Alcohol 2%: 10 cc. vials. 
An aqueous suspension containing 2 mg. of estrone in each 
cubic centimeter. 


Heparin Sodium-U.S.P. (See New and Nonofficial Remedies 
1953, p. 222). 
lestagar & Company, Inc., Detroit. 

Solution Heparin Sodium: 4 cc. vials. A solution containing 
10,000 U.S.P. units (approximately 100 mg.) of heparin sodium 
in each cubic centimeter. Preserved with 0.5% phenol. 
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Hexobarbital Sodium (See New and Nonofficial Remedies 1953, 
p. 253). 


Winthrop-Stearns, Inc., New York. 


Powder Evipal Sodium: 5 gm. ampuls. U. S. patent 1,947,944. 
U. S. trademark 315,515. 


Meth-Dia-Mer-Sulfonamides (See New and Nonofficial Remedies 
1953, p. 110). 


American Pharmaceutical Company, New York. 


Tablets Sulfa-Ter: 0.5 gm. Each tablet contains 0.167 gm. 
each of sulfadiazine, sulfamerazine, and sulfamethazine. 


The Columbus Pharmacal Company, Columbus, Ohio. 


Pediatabs Palatrizine: 0.125 gm. Each tablet contains 42 mg. 
each of sulfadiazine, sulfamerazine, and sulfamethazine. 


Rexall Drug Company, Los Angeles. 


Tablets Sulfa-Trio: 0.5 gm. Each tablet contains 0.167 gm. 
each of sulfadiazine, sulfamerazine, and sulfamethazine. 


Nitrofurantoin (See THE JOURNAL, Jan. 23, 1954, p. 339). 
Eaton Laboratories, Inc., Norwich, N. Y. 

Suspension Furadantin (Pediatric): 118 cc. bottles. A flavored 
suspension containing 5 mg. of nitrofurantoin in each cubic 


centimeter. Preserved with 0.1% methylparaben. U. S. patent 
2,610,181. U. S. trademark 569,968. 
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APPARATUS ACCEPTED 


The following additional products have been accepted as 
conforming to the rules of the Council on Physical Medicine 
and Rehabilitation of the American Medical Association for 
inclusion in Apparatus Accepted. A copy of the rules on 
which the Council bases its action will be sent on application. 

RacpH E, De Forest, M.D., Secretary. 


Wet Alarm 
Health Guardian Corporation, Monroe, Wis. 


The Wet Alarm is an electric device that awakens patients 
by sounding an alarm when the bed pad is wet. It consists of 
a control box that contains a 6 volt zinc-carbon battery, 
measures about 10 by 14 by 8 cm. (3% by 5% by 3 in.), and 
weighs 860 gm. (1 Ib. 14 02z.); it is connected by a cord to two 
sets of pads that are placed under the sleeper. The pads meas- 
ure 71 by 46 cm. (28 by 18 in.) and are made of a stiff material 
coated on both sides with a shiny metallic layer of conducting 





Wet Alarm 


substance. The perforated pad, placed on top, is separated from 
the unperforated lower pad by a layer of cloth; when the cloth 
is wet by a conducting liquid such as urine, a current flows 
from one pad to the other and the alarm sounds. 

Devices of this sort, if used indiscriminately, can add to the 
psychic trauma suffered by certain patients in whom enuresis 
is a result of functional factors. This danger is minimized when 
such devices are used under the direction of a physician, who 
prescribes them only after he has eliminated organic causes and 
has studied the psychological background of the patient. The 
Council obtained evidence indicating that the Wet Alarm was 
safe and effective when used with these precautions in mind. 
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M. S. A. Pulmonary Ventilator 


Mine Safety Appliances Co., Braddock, Thomas and Meade 
Streets, Pittsburgh 8. 


The M. S. A. Pulmonary Ventilator is a device for administer- 
ing oxygen under slightly positive pressure (up to about 30 cm. 
H.O) and for administering medicaments as aerosols by means 
of a nebulizer. It is fastened to a standing container of oxygen 
and includes a high-pressure reducing valve, high and low pres- 
sure gauges, a valve responding to the patient’s inhalations and 
fitted with an indicating gauge, a single breathing hose with 
mouthpiece and exhalation valve, and a separately connected 
nebulizer with rubber tubing and control valve. 

The essential feature is a pressure- 
compensated valve assembly that starts 
and stops the flow of oxygen according 
to whether the pressure in the patient’s 
airways falls to a certain minimum or 
rises to a certain maximum; the latter 
figure is determined by setting an adjust- 
ing screw until the low pressure gauge 
gives the desired reading. The patient 
breathes through his mouth; some pa- 
tients can do this by controlling their 
posterior nares without resorting to the 
use of a noseclip. A slight initial inhala- 
tory effort starts the flow, but the patient 
relaxes while the flow continues until the predetermined pres- 
sure is reached. This may be 10, 20, or 30 cm. H:O; the most 
comfortable setting is between 15 and 20 cm. H.O. 

The nebulizer is connected so that it delivers a stream of 
oxygen, carrying the aerosol, into the airway just adjacent to 
the mouthpiece. 

The total weight of the equipment is 5.3 kg. (12 Ib.). It is 
shipped in a carton measuring 20 by 45 by 30 cm. (8 by 18 
by 12 in.) and weighing 6.6 kg. (14% Ib.). 
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Zenith Super Royal-T Hearing Aid 


Zenith Radio Corporation, 5801 W. 
Dickens Ave., Chicago 39. 


The Zenith Super Royal-T Hearing 
Aid contains three transistors as part of 
its amplification circuit. It uses no tubes. 
The power is supplied by a single 2.5 volt 
battery containing two mercury cells con- 
nected in series. 

The body of the instrument measures 
75 by 60 by 23 mm. and weighs 118 gm. 
The battery unit weighs 26 gm., the ear- 
phone 7 gm., and the receiver cord 2.5 
gm., making the total weight 153.5 gm. 











Zenith Super Royal-T 
Hearing Aid 


DeVilbiss Vaporizer, No. 146 
The DeVilbiss Company, P. O. Box 552, Somerset, Pa. 


The DeVilbiss Vaporizer, No. 
146, is an electrically heated 
container in which water is 
boiled; its capacity is about 900 
cc. (2 pt.) of water. Steam issu- 
ing from the plastic cap is di- 
rected horizontally by a hole in 
the cap and passes over a pit or 
shallow excavation on the cap 
so that volatile substances placed 
therein are evaporated. It re- 
i quires 60 cycle alternating cur- 
~—4 rent at 115 volts and draws 200 
watts. 

Packed for shipment the de- 
vice weighs 900 gm. (2 lb.) and measures 21 by 16 by 16 cm. 
(8 by 6 by 6 in.); unpacked it weighs 780 gm. (1 Ib. 12 02z.). 
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Fortiphone Hearing Aid, Model 19 LR 


Fortiphone Limited, Fortiphone House, 247 Regent St., Lon- 
don W. 1, England. 
Distributor: Anton Heilman, 75 Madison Ave., New York 16. 
The Fortiphone Hearing Aid, Model 19 LR, has three vacuum 
tubes and requires one A-battery (1.2 to 1.5 volts) and two 
B-batteries (22.5 volts each). It is provided with a receiver for 
bone conduction and an automatic volume control circuit that 
is intended to limit the maximum output of the instrument in 
order that sudden loud noises cannot reach the hearer’s thresh- 
old for pain. The body of the instrument measures 127 by 64 
by 25 mm., and with batteries weighs 282 gm. 
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The principles below have been approved for publication by 
the Council on Industrial Health. The material is a revision of 
the Council’s previous publication entitled “Outline of Pro- 
cedure for Physicians in Industry.” 

The committee in charge of the revision consists of the fol- 
lowing physicians. 

E. S. Jones (Chairman), Hammond, Ind. 
Leonard Arling, Minneapolis 
Preston N. Barton, Meriden, Conn. 
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GUIDING PRINCIPLES OF OCCUPATIONAL 
MEDICINE 


The Principles of Medical Ethics of the American Medical 
Association apply to all forms of medical service. This outline 
has been prepared by the Council on Industrial Health with 
assistance from the Industrial Medical Association, the com- 
mittees on industrial health in many state medical associations, 
and private practitioners as guiding principles for physicians, 
medical organizations, and others interested in occupational 
medical service and relations. 


DEFINITIONS AND PURPOSE 

Occupational medicine concerns itself with all aspects of 
health in relation to occupation. Industrial medicine is a com- 
ponent of occupational medicine provided to employed groups 
by an employer or other third party with a valid interest. The 
broad purpose of industrial medicine is the promotion of the 
healthful well-being of employed persons through services pro- 
vided at the place of employment or at another convenient 
facility or location. This purpose is served by: (1) prevention 
of disease and injury through medical supervision of workers, 
the work place, materials, and processes; (2) constructive meas- 
ures such as medical examinations, counseling, and health edu- 
cation; and (3) medical and surgical care to restore health and 
productive capacity as promptly as possible after occupational 
illness or injury. 

SCOPE OF SERVICE 

An adequate industrial medical program requires the services 
of licensed doctors of medicine full time, part time, or on call, 
depending on size of organization, location, prevalence of poten- 
tial dangers in the work environment, and other considerations. 

1. Prevention.—The physician should acquaint himself by 
personal familiarity with all materials and processes used in the 
work environment over which he exercises medical supervision 
to the end that he may recommend appropriate protection of 
employees against conditions actually or potentially harmful. 

2. Medical Examinations.—Medical examinations of em- 
ployees are designed to permit assignment of work compatible 
with the physical, mental, and emotional fitness of individuals 
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and to maintain their safe and healthful employment. All ex- 
aminations should be sufficiently complete as judged by the ex- 
amining physician to protect the health of all workers and to 
safeguard the public welfare. The need and extent of further 
examinations must be determined by the physician in accord- 
ance with specific requirements, such as (a) the discovery of 
occupational disease, (b) the diagnosis of illnesses that may ad- 
versely affect the worker, and (c) safe return to work after 
absence due to sickness or injury. Medical records are con- 
fidential and should always be kept in the custody of the medi- 
cal department. 

In accordance with professional judgment, the examining phy- 
sician may acquaint the examinee with his findings and may 
take steps to refer all nonoccupational conditions requiring cor- 
rection to the physician of the worker’s choice. 

3. Health Education and Counseling.—The physician should 
take advantage of all opportunities for instruction of workers 
in hygienic living both in and out of the work place. He may 
properly give advice about health needs and available com- 
munity facilities for meeting them. 

4. Medical and Surgical Care.—{a) Compensable Disability: 
Workmen's compensation laws and policies of medical societies 
usually govern the provision of medical services for occupa- 
tionally induced injury or illness. A section of the Principles of 
Medical Ethics has direct reference: 

“Sec. 4.—Free choice of physician is defined as that degree 
of freedom in choosing a physician which can be exercised 
under usual conditions of employment between patients and 
physicians. The interjection of a third party who has a valid 
interest, or who intervenes between the physician and the pa- 
tient does not per se cause a contract to be unethical. A third 
party has a valid interest when, by law or volition the third party 
assumes legal responsibility and provides for the cost of medi- 
cal care and indemnity for occupational disability.” Additional 
rules of conduct apply: 

1. Adequate care of industrial injuries or occupational disease 
requires that the chosen or appointed physician seek qualified 
assistance or consultation for all services beyond his ability. 

2. An industrial physician shall not, while caring for an in- 
dustrial injury or disease, urge a patient to have an unrelated 
concomitant and coincidental disease treated by himself at the 
worker’s expense. 

3. When a case is diagnosed as nonoccupational, the patient 
is to be referred to the physician of his choice. 


4. When an employee’s personal physician suspects an occu- 
pational disease or injury, or when differences of opinion exist 
as to the compensability of a medical or surgical condition, 
he should with the employee’s consent confer with the plant 
physician or appropriate company representative. 

(b) Noncompensable Disability: The treatment of injuries or 
diseases not occupationally induced is the function of private 
medical practice. The physician in his industrial relations should 
abstain from such services except in the case of (1) absence of 
accessible independent facilities and (2) minor disorders that 
temporarily interfere with an employee’s comfort or ability to 
complete a shift, for the relief of which he would not ordi- 
narily seek other medical attention. Established standards of 
medical practice in the community shall govern case finding 
and immunization programs in industry. 

The physician in industry should employ such measures as 
an emergency dictates in all cases of urgent sickness during 
working hours on the working premises until such time as he 
is relieved of further responsibility by the family physician. 

The physician in industry and the employee’s personal phy- 
sician should cooperate in those phases of rehabilitation which 
progress best under medically approved working conditions. 


GENERAL RELATIONS 

1. Professional Status.—The physician in charge of an indus- 

trial medical service should have position and authority in the 

industrial organization commensurate with the importance of 

the duties to be performed and a responsibility for professional 

acts and policies that will provide adequate safeguards against 
unethical professional conduct. 
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2. The Employer.—The provision of occupational medical 
services is regarded as a function of management. Agreements 
between physicians and employers or other third party are con- 
tractual. A contract is not unethical per se, but may be if it (a) 
makes impossible the provision of adequate or competent medi- 
cal service; (b) is contrary to sound public policy; (c) evades 
medical practice acts; or (d) has been developed through ad- 
vertising, solicitation, underbidding, or similar practices. Writ- 
ten contracts are rarely necessary. 

A physician’s relation to industry is improved if he does not 
solicit the appointment. However, it is not regarded as solici- 
tation for a physician (a) to notify a medical or other associ- 
ation of his desire to secure an industrial appointment or () 
to apply for appointment directly or through a recognized place- 
ment service as staff physician in an organized industrial medi- 
cal service or as physician in charge of a plant program with- 
out previous or present medical coverage. No physician should 
replace an industrial medical appointee until the latter has been 
properly dismissed. 

3. The Employee.—The health of each person served is the 
physician’s chief concern. He shall provide the same courteous 
efficient care as he would to a private patient. A physician will 
not use his industrial affiliation as a means of gaining a private 
practice amongst plant workers, especially through solicitation, 
underbidding, or insinuations of reprisal against workers who 
prefer care by physicians of their own choice for nonoccupa- 
tional illness. No influence should be brought to bear on em- 
ployees in their selection of personal physicians. 


4. Nurses.—Personal medical services involving the establish- 
ment of a diagnosis and the definition of treatment or the per- 
formance of specific preventive measures are the function of 
the physician; however, it is desirable for the nurse to partici- 
pate in such services if she acts under direct medical super- 
vision or under indirect supervision such as is provided by 
standing orders. 

Standing orders are defined as a written compend of direc- 
tions outlining services and procedures, approved and signed by 
a licensed physician and acknowledged by him to be services 
and procedures that may be performed by a certain nurse under 
certain circumstances. Such orders should not attempt to dele- 
gate the exercise of medical discretion but should serve as 
authorization for approved routine procedures for common 
minor conditions and as a directive for emergency care of more 
serious complicated conditions until the physician’s arrival. 

The physician should be responsible for the instruction and 
guidance of all medical personnel. There should be no delega- 
tion of services requiring expert medical judgment. 


5. Consultants.—Assistance should be obtained from con- 
sultants in medicine, surgery, or hygiene or in other technical 
specialties whenever necessary. 


6. Official Health Agencies.—The physician in industry shall 
consider himself as plant health officer. He should cooperate 
with bureaus of industrial hygiene in the investigation of haz- 
ards and promotion of healthful working conditions, by report- 
ing occupational disease as required, and by accumulating and 
reporting data on the relation of occupation to disability and 
mortality. 

7. Workmen’s Compensation and Rehabilitation Agencies.— 
Medical and surgical care should aim to restore the disabled 
worker to his former earning power and occupation as com- 
pletely as possible and without unnecessary delay. Concise 
accurate medical reports promptly submitted to those agencies 
entitled to them are a part of this obligation. 

Equitable administration of workmen’s compensation in part 
depends on medical testimony which shall adhere to reasonable 
scientific deductions regarding the injury or possible sequelae 
to the end that every deserving claim receive just consideration. 

8. Medical Organizations.—Physicians in industry should par- 
ticipate in the organizational and educational activities of gen- 
eral and special medical societies and of hospitals, to the end 
that the objectives and contributions of occupational health may 
be recognized and available to the medical profession at large. 

Specific inquiries on matters relating to occupational health 
should be directed to the appropriate county or state medical 
societies or to the Council on Industrial Health, American Medi- 
cal Association, 535 North Dearborn Street, Chicago 10, Ill. 
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IS THERE A THERAPEUTIC DENTIFRICE? 


A symposium on therapeutic dentifrices, presented 
at the annual session of the American Dental Associa- 
tion last September, attempted to resolve conflicting re- 
ports and evaluate the results of clinical trials. The or- 
dinary dentifrice contains mild abrasives, a foaming 
agent, and flavoring material incorporated in a powder 
or paste and is used as an aid to the toothbrush in cleans- 
ing the accessible surfaces of the teeth. The term thera- 
peutic dentifrice is currently applied to dentifrices that 
contain substances purporting to be bactericidal, bac- 
teriostatic, enzyme-inhibiting, or acid-neutralizing. This 
term is a misnomer because the effect sought is prophy- 
lactic rather than curative; ideally such a dentifrice should 
control caries, periodontal disease, dental calculus for- 
mation, or halitosis of dental origin. It will be of value 
only if it is efficient under everyday conditions of use. 
Effectiveness only under the impractical and rigorous 
conditions necessary in many clinical studies will relegate 
any product to limited usefulness. 

It is generally agreed that dental caries is the result 
of the rapid formation of acid by the enzymic degrada- 
tion of carbohydrates in the bacterial plaques that ad- 
here to the surface of the tooth in caries-prone areas. 
This process is associated with the presence of lacto- 
bacilli, but these organisms are regarded as indicators of 
caries activity rather than as primary causative agents. 


Clinical studies of the efficacy of any prophylactic 
dentifrice are difficult to evaluate because of the many 
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variables that must be taken into account.* Caries ac- 
tivity is apparently highest in children of school age, de- 
clining in adolescence and later life. Subjects with many 
fillings or partial dentures have a reduced number of sites 
for potential caries attack. Diet may affect caries sus- 
ceptibility, and the general health, the presence of maloc- 
clusion and other deformities, and occupation may be 
secondary factors. Oral hygiene habits, the type of brush 
used, the technique of brushing, and the time and dura- 
tion of brushing may also be important. For ease of ac- 
cess and administrative control the more significant 
studies have been conducted in institutions where an ade- 
quate number and suitable types of subjects were avail- 
able for observation over sufficient periods of time. 

Of the antibiotics studied in relation to caries, penicil- 
lin has had the widest emphasis.* In vitro it kills lacto- 
bacilli and other oral acid-producing bacteria, but the 
results of clinical tests have not been impressive, especi- 
ally when applied to conditions of everyday use. Pro- 
longed use is always attended by the possibility of the de- 
velopment of penicillin-resistant strains. In the light of 
our present knowledge, its general use in dentifrices is not 
advised. 

The fact that individual resistance to dental decay 
varies greatly has led to the observation that the saliva 
of naturally resistant persons generally contains some- 
what larger amounts of ammonia, which appears to arise 
in all mouths from the deamination of nitrogenous ma- 
terial by the oral flora. It was shown that ammonia in- 
hibits the growth of strains of lactobacilli in vitro under 
certain conditions including neutral or slightly alkaline 
pH and relative deficiency of potassium and sodium in 
the medium.‘ It was also found that, when urea was added 
to the ammonia, bacterial growth was still further in- 
hibited. A recent study with adults showed that a single 
brushing with a dentifrice containing 5% dibasic am- 
monium phosphate and 3% urea was followed by a de- 
crease in lactobacilli lasting more than two hours but 
that a single brushing with tap water was followed by an 
increase in these organisms.° Clinical studies, however, 
in which school children brushed their teeth regularly 
with a dentifrice of this formulation, under supervision 
for two years, failed to show any great reduction in caries 
incidence as compared with a control group. The effec- 
tiveness of “ammoniated” dentifrices in the control of 
caries has not yet been established. Evidence of their in- 
efficacy has been reported.°® 

There are conflicting reports on the efficacy of water- 
soluble chlorophyll derivatives (“chlorophyllins”). Uni- 
form mixtures of these degradation products are dif- 
ficult to produce on a commercial scale.*? No valid 
conclusions may be drawn until uniform preparations 
can be produced and subjected to adequate clinical tests. 
The fraction of “chlorophyllins” that is deodorant has 
not yet been isolated, and the mechanism of its action 
is not known. The gap between laboratory experiment 
and clinical effectiveness is great. Unfortunately this is 
not taken into account by those who use advertising 
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mediums to exploit a product. There is no evidence that 
“chlorophyllins” will prevent caries or periodontal dis- 
ease. The reports on their effectiveness in deodorizing 
the oral cavity vary because the effect depends on the 
concentration of “chlorophyllins,” the concentration and 
type of the odor-producing agent, and the establishment 
of contact between the two. Because salivary flow quickly 
decreases the concentration of “chlorophyllins” in the 
mouth, any claim that suggests that they deodorize the 
mouth for several hours is probably false. On the other 
hand, proper concentration of effective samples appears 
to deodorize many odor-producing agents at the time the 
“chlorophyllins” are in the mouth. Acid production in 
the oral cavity may be blocked by inhibiting the carbo- 
hydrate-splitting enzymes.* The results of laboratory ex- 
periments with several enzyme inhibitors are conflicting, 
and clinical studies of “antienzyme” dentifrices have not 
gone beyond the preliminary stage. 

It may be noted that the Council on Dental Therapeu- 
tics of the American Dental Association does not recog- 
nize that any dentifrice available today is “therapeutic.” 
Fluoridation of water appears at present to be the 
only effective procedure for large-scale control of dental 
caries in urban population groups. 


GUIDING PRINCIPLES OF OCCUPATIONAL 
MEDICINE 


The Council on Industrial Health has just completed a 
revision of one of its earlier publications, originally en- 
titled “Outline of Procedure for Physicians in Industry,” 
which first appeared in THE JOURNAL March 14, 1942. 
This outline was designed to provide certain ground rules 
that would tend to stabilize the status of the physician in 
a relatively new and expanding field of service involving 
administrative as well as professional contact with in- 
dustrial management, workers, official agencies, the 
community health services, hospitals, and colleagues in 
general and special practice. In more recent years, several 
state medical societies found it desirable to formulate 
similar statements, a proposal that suggested that ulti- 
mately 48 separate codes might come into existence. 

To forestall such a development, the Council called on 
a committee to undertake the formidable job of restudy 
and renovation. Members were selected from the ranks 
of the Industrial Medical Association, private prac- 
tice, and from the chairmen of committees on industrial 
health in several of the state medical societies. In addi- 
tion, preliminary selective circulation of this document 
has permitted the inclusion of other points of view. The 
end result, now called “Guiding Principles of Occupa- 
tional Medicine,” appears in this issue of THE JOURNAL 
(page 364). The Council expects to refer this report back 
to committees on industrial health in the state medical 
societies with the suggestion that these principles be 
formally ratified. In this way it should be possible for 
industrial medicine to continue to develop as an em- 
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inently worth-while component of community health and 
medical service. 


ACUTE IDIOPATHIC PERICARDITIS 


There has been an increasing interest in acute idio- 
pathic pericarditis in the last 10 years.‘ The differentia- 
tion of acute nonspecific from tuberculous pericarditis 
is important in view of the prompt and prolonged treat- 
ment indicated in patients with the latter condition.’ 
Acute idiopathic pericarditis usually follows a known 
specific infection of the upper respiratory tract. Although 
the cause is unknown, the absence of demonstrable bac- 
teria, the benign course, and the response of some pa- 
tients to streptomycin, chlortetracycline, and oxytetra- 
cycline suggests a viral cause; but the leukocytosis, the 
lag between the preceding upper respiratory diseas> and 
the onset of the pericarditis, and the fact that no virus 
has as yet been isolated from pericardial fluid aspirated 
from patients with this disease are points against such a 
cause. A growing number of observers, however, believe 
that the diszase is caused by a hypersensitive response 
of the pericardium to upper respiratory infection rather 
than a direct viral invasion. 

Cross and Charles ' found chest pain, electrocardio- 
graphic evidence of pericarditis, and a complete recovery 
in all of a series of 200 patients. A pericardial friction 
rub and temporary enlargement of the cardiac shadow 
was observed in 75%. The onset is usually sudden, with 
the pain localized in the midchest or substernal region 
oftener than in the precordium.* The pain is usually ag- 
gravated by taking a deep breath, torsion of the thorax, 
and swallowing or coughing, but not by exercise. The 

ericardial friction rub is heard in the first 24 hours after 
the onset and persists for several days. All these features 
of the disease are useful in differentiating benign peri- 
carditis from that due to myocardial infarction. Other 
important diagnostic findings in benign pericarditis are 
elevation of the temperature, leukocyte count, and sedi- 
mentation rate in the first day of illness. A diagnosis of 
acute benign pericarditis is made only if all other causes 
of acute pericarditis are ruled out. 

Although recovery is always complete (the only death 
reported was due to the use of anticoagulants after a mis- 
taken diagnosis of myocardial infarction), recurrences 
are common. Each succeeding attack, however, tends to 
be briefer and milder than the preceding attack. Treat- 
ment with the antibiotics mentioned benefits some pa- 
tients. Aspiration of the pericardial fluid for examination 
and to relieve tamponade is sometimes indicated. In gen- 
eral, the treatment has been symptomatic. As more clini- 
cians study this condition it may be expected that its 
exact cause and a therapeutic agent that will shorten its 
course will be discovered. 
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MISSOURI STATE MEDICAL ASSOCIATION 


Founded in 1850, the Missouri State Medical Association 
came into being after the need for a state association had been 
pointed up by the Missouri delegates to the American Medical 
Association on their return from the May, 1850, session in 
Cincinnati. On presentation of their views to the Medical 
Society of Missouri at St. Louis (now the St. Louis Medical 
Society), a committee of five was appointed to develop a plan 
for forming an association of the entire medical profession of 
the state. in the committee’s resolution calling for an organi- 
zational meeting, it was stated: “The medical profession in 
Missouri has been for too long a time indifferent to the many 
and great advantages to be derived from an efficient state or- 
ganization, and whilst in other sections of our country, under 











































The Missouri Building, St. Louis, where the Missouri State Medical 
Association has its headquarters. 


the influence of such societies the happiest results have been 
obtained towards elevating the standard of the medical profes- 
sion by the united and cordial action of all its members, we, 
on the contrary, have been content to stand still, and have, con- 
sequently, accomplished but little in the important work of medi- 
cal reform, notwithstanding we live in an age and in the midst 
of a community in which the inevitable law of progress is 
stamped on every one around.” The constitutional convention 
of the Missouri State Medical Association in St. Louis at the 
First Presbyterian Church, Nov. 4, 1850, was attended by 136 
Missouri physicians. The meeting adopted a constitution and 
by-laws, elected officers, and set annual dues at $2. It discussed, 
among other things, the development of a medical practice act, 
the establishment of a uniform system of registering births, 
marriages, and deaths, control of dispensing impure drugs, com- 
petent inspection of drugs and medicines for the Port of St. 
Louis, and premedical educational standards. Today, the associ- 
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ation has a membership of more than 3,600 physicians in 10 
councilor district and 58 constituent county societies, with state 
headquarters in the Missouri Building in St. Louis. Association 
officers for the period from April, 1954, to April, 1955, are 
Drs. Harold E. Petersen, St. Joseph, president; Victor B. Buhler, 
Kansas City, president-elect; Edwin C. Ernst, St. Louis, Bernard 
L. Murphy, Hannibal, and R. Lee Hoffmann, Kansas City, vice- 
presidents; Carl F. Vohs, St. Louis, treasurer; E. Royse Bohrer, 
Jefferson City, secretary; Walter S. Sewell, Springfield, and 
Raymond O. Muether, St. Louis, chairman and vice-chairman, 
respectively, of the council; and Vincent T. Williams, Kansas 
City, editor. Mr. Tom R. O’Brien is executive secretary, Miss 
Helen Penn, business manager and assistant editor, and Mr. 
Raymond McIntyre, field secretary; all are from St. Louis. The 
meeting place for the association’s annual four day session alter- 
nates yearly between St. Louis and Kansas City. Elements of 
the association’s basic program include an active physicians’ 
placement service that has helped to locate many doctors in rural 
Missouri communities; sponsorship of prepaid medical care 
programs; advice and counsel to communities in need of im- 
proved hospital facilities; communication to all Missouri doc- 
tors of up-to-date knowledge of progress and developments in 
scientific medicine; and cooperation with the state division of 
health in the extension of programs in the interest of preventive 
medicine, public health education, and maternal and child care. 


BUREAU OF EXHIBITS 


This is one of a series of brief statements explaining the work 
of various departments of the American Medical Association. 
—ED. 


The Bureau of Exhibits furthers both graduate medical edu- 
cation and public health education by graphically presenting 
scientific and health materials. It arranges the Scientific Exhibit 
at A. M. A. meetings, provides exhibit material, including motion 
pictures, for meetings of state and county medical societies, and 
furnishes exhibits on health subjects for fairs, museums, and 
other public gatherings. The Scientific Exhibit at annual A. M. A. 
meetings began in 1899. It is organized and directed by the 
Bureau, under the Committee on Scientific Exhibit of the Board 
of Trustees. Each section of the Scientific Assembly elects a 
representative to the Scientific Exhibit. 

Through the scientific exhibits the physician can learn “what's 
new in medicine.” Leading physicians show exhibits at A. M. A. 
meetings, and they or their representatives are on hand all day 
to discuss their work. Whether a doctor is from the country or 
the city, he can come to such meetings and discuss his problems 
with topnotch medical men. Each application for space in the 
Scientific Exhibit is considered by at least six qualified persons. 

Medical exhibits for medical societies and other scientific 
groups may be obtained without charge on request to the 
Bureau. A competent demonstrator accompanies the exhibit. 
Health exhibits for fairs and expositions are loaned to medical 
societies and to other groups approved by local medical societies. 
The recipient pays the cost of transportation as well as the 
installation and demonstration of the exhibit. Because of limited 
personnel and budget, the Bureau cannot actively solicit requests 
from the public or supply school requests for exhibits. It often 
gives information, however, on where and how to secure more 
suitable exhibits. Catalogs of medical and health exhibits are 
available from the Bureau. 

The Committee on Medical Motion Pictures promotes more 
widespread and intelligent use of medical films, and acts as a 
clearing house for information on medical and health films. It 
also distributes basic type technical films on medical and health 
subjects. It was organized in 1946 under the supervision of the 
Bureau of Exhibits. Through its technical film loan library, 
indexes of medical films, film reviews, and showings at A. M. A. 
meetings, the Committee furthers postgraduate medical edu- 
cation. Doctors speaking before lay groups on health subjects 
may use the services of the Committee. Although the Committee 
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cannot distribute films to lay groups, it does recommend local 
sources for securing films requested. A library containing 99 
medical films not readily available elsewhere is maintained. 
Prints are available to individual physicians, medical societies, 
and medical schools for a nominal service charge. Some films 
suitable for lay audiences may be secured from the Committee. 

A classified record of practically every worth-while medical 
film is kept. To sesure information about films on certain sub- 
jects, doctors or medical societies may write the Committee. A 
source list telling where and how to get most existing movies 
on medical subjects is also kept as a service to physicians or 
medical societies. The best current medical films, previewed by 
the Committee, are shown daily in the Scientific Exhibit during 
A. M. A. meetings. The Committee is also concerned with tele- 
vision as it applies to medical education. 


STATEMENTS BY DR. GEORGE F. LULL 
ON H. R. 54 AND H. R. 8789 


Honorable Edith Nourse Rogers 
Chairman, Committee on Veterans’ Affairs 
House of Representatives 

Washington, D. C. 

Dear Mrs. Rogers: 

I would like to take this opportunity on behalf of the Ameri- 
can Medical Association to submit for your consideration our 
views concerning H. R. 54, 83rd Congress, which is currently 
being studied by your Committee. 

The purpose of the bill, as indicated by its title, is to authorize 
the appointment of “doctors of chiropractic” in the Department 
of Medicine and Surgery of the Veterans Administration. 

The American Medical Association strongly disapproves this 
bill and urges that it not be favorably reported by your Com- 
mittee. Summarized below are the basic reasons for our op- 
position to this proposal. 

Chiropractic is not based on scientific methods and, therefore, 
should not properly be entitled to consideration as anything but 
what it is—a cult. Those who subscribe to it believe, or profess 
to believe, that all human ills are due to “nerve interference” 
and can be cured by manipulation of the spine, whether such ills 
be cancer, heart disease, a ruptured appendix, deafness, etc. 
Since according to their theory all disease is caused by “subluxed” 
vertebrae, there is no need for a medical diagnosis. Such a theory, 
of course, runs counter to the established facts of medical sci- 
ence. As the late Dr. Harvey Cushing, one of the world’s fore- 
most brain surgeons, stated, “There is no pathological basis 
whatsoever for the theory of chiropractic, and it is silly to allude 
to it as a science.” 

The claim of chiropractors that they are “doctors” and their 
use of the suffix “D.C.” has led many people innocently to 
believe that these individuals are educated in the medical sciences 
and are as fully qualified in the field of medicine as are Doctors 
of Medicine. Actually, it is impossible to state with precision 
what the educational requirements for chiropractic are, because 
no definite educational qualifications exist. No single chiropractic 
school is recognized by the Association of American Univer- 
sities or by any other qualified accrediting agency. None of the 
so-called degrees awarded by these schools are recognized by 
standard accrediting agencies. While these individuals are li- 
censed in many states, the prerequisites range from a high school 
education or its “equivalent” to high school education plus 
college work or its “equivalent.” 

It is obvious, therefore, that this proposal would authorize 
appointment in the Department of Medicine and Surgery of the 
Veterans Administration of individuals with little or no quali- 
fications, little or no knowledge of the medical sciences, and 
little or no scientific background. Such a situation would be 
viewed by the medical profession as a retrogression from the 
high point of progress which has been made along the road of 
medical progress by sure and steady pace by scientific methods. 

For the foregoing reasons, the American Medical Association 
strongly recommends against favorable consideration by your 
committee on H. R. 54, 83rd Congress. 

Sincerely yours, 
George F. Lull, M.D. 
Secretary and General Manager 


May 4, 1954 
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Honorable Edith Nourse Rogers 
Chairman, Committee on Veterans’ Affairs 
House of Representatives 

Washington, D. C. 

Dear Mrs. Rogers: 

I would like to take this opportunity on behalf of the Ameri- 
can Medical Association to submit for your consideration our 
views concerning H. R. 8789, 83rd Congress, which is currently 
being studied by your Committee. 

The purpose of the bill is to amend subparagraph (c) of 
paragraph I, part 1, of Veterans Regulation Numbered | (a), as 
amended, so as to provide that arthritis, psychoses, or multiple 
sclerosis developing a 10 per centum or more degree of disability 
within three years from the date of separation from active 
service shall, in the absence of affirmative evidence to the con- 
trary, be deemed to have been incurred in or aggravated by 
active service. At the present time, the so-called “presumptive 
period” for each of these three diseases is as follows: arthritis— 
1 year; psychoses—2 years; and multiple sclerosis—2 years. 

The American Medical Association is opposed to this bill 
because it would extend further the present theory of legal 
“presumption of service connection” which we consider to be a 
scientifically and medically unsound approach to the problem of 
veterans’ medical care. The idea, or practice, of establishing a 
presumption that a specified disease has resulted from or been 
aggravated by military service merely because it becomes 10 
per cent or more disabling within a given period of time after 
separation from service becomes increasingly unsound and un- 
realistic as the presumptive period is increased. The truth of 
the matter is that the question of whether a given disease, in a 
given individual, at a given time, is the result of, or was aggra- 
vated by, his military service is one which, from a medical 
viewpoint, should properly be answered on the basis of the 
facts in the individual case. 

To very briefly illustrate how unrealistic it is to establish a 
legal arbitrary presumption of three years in the case of arthritis 
consider the fact that a number of factors may, and often do, 
contribute to the development of the disease, once contracted, 
such as injuries, poor circulation, endocrine imbalance, excess 
weight, worry and mental fatigue, digestive disturbances, and 
so on. These are all things which can only be determined on the 
basis of the actual case history of the individual and not by 
legislative enactment. 

It will be argued by some that since medical science cannot 
now set a deadline on a given disease which will apply in all 
cases, such as three years, or five years, or seven years, it should 
be done by legislation. Our reply to this contention is that it 
is merely compounding error and, in fact, is a movement in a 
direction away from scientific progress to try to do it by legis- 
lative fiat. 

As you know, a variety of bills are introduced and some 
enacted each Congress, based on the theory of “presumed 
service-connection.” It is our belief that the continued acceptance 
of this arbitrary approach in lieu of sound medical diagnosis 
will eventually result in a complete nullification of even the 
present Congressional limitations which are placed on the pro- 
vision of medical care and hospitalization by the federal govern- 
ment to veterans with non-service-connected disabilities. 

For the reasons outlined above, the American Medical Associ- 
ation recommends that your Committee not give favorable con- 
sideration to H. R. 8789, 83rd Congress. 

Sincerely yours, 
George F. Lull, M.D. 
Secretary and General Manager 


May 7, 1954 


“WHAT TO DO” FILMS 

What should you do when dad cuts his finger or sister has 
a sort throat or brother won’t eat his vegetables? Six new five 
minute films tell mother “What To Do” when emergencies arise. 
This series is produced especially for television in local com- 
munities by the A. M. A. Subjects include sore throat, contagious 
diseases in the home, good eating habits, home accidents, and 
the convalescent child. These films are available on loan to local 
medical societies or to other health agencies with the approval 
of the local medical society. Inquiries should be directed to the 
A. M. A. Film Library, 535 N. Dearborn, Chicago 10. 
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NEW LEAFLETS FOR WAITING ROOMS 

The American Medical Association announces the publica- 
tion of four new leaflets describing medicine’s scientific achieve- 
ments, its services to the community, and its desire to provide 
high quality medical care to everyone. The subjects of the 
leaflets are (1) “Quack!” which explains the dangers of going 
to quack healers for medical treatment; (2) “Health Today!” 
which tells about medicine’s progress in the past 50 years; (3) 
“On Guard!” which outlines the steps the A. M. A. has taken 
to evaluate drugs; and (4) “Why Wait?” which describes the 
best way to select a family doctor. Available in quantity, these 
leaflets are suitable for distribution in physician’s waiting rooms, 
as enclosures, or as give-away material at schools and other 
general meetings. The entire series or individual leaflets may 
be ordered without charge from state medical societies. 


FEDERAL MEDICAL LEGISLATION 


Armed Forces Dependents Medical Care 

Senator Saltonstall (R., Mass.), by request, has introduced 
the administration’s measure, S. 3363, to provide “a uniform 
program of medical care as an important factor in the creation 
and maintenance of high morale throughout the Armed Forces 
because it assures military personnel at home and overseas that 
the medical care of their dependents is being provided for by 
the Department of Defense.” 


Members of the Armed Forces 
(a) “The term ‘member of the Armed Forces’ includes: 

(1) a person, appointed or enlisted in, or induced, called, 
or conscripted into, the Army, Navy, Air Force, Marine Corps, 
or the Coast Guard when operating as part of the Navy, or 
members of the Reserve components who have entered on 
extended active duty in excess of ninety days but not including 
persons on duty for training purposes only; and 

(2) a member or former member of the Army, Navy, Air 
Force, or Marine Corps, who is or has been awarded retired, 
retirement, or retainer pay or equivalent pay as a result of 
service in the Armed Forces.” 


Dependents Defined 

(b) “The term ‘dependent’ includes: 

(1) in the case of any male member: (A) his lawful wife; 
(B) his married dependent legitimate children, adopted children, 
or stepchildren under twenty-one years of age or such un- 
married legitimate children, adopted children or stepchildren 
over twenty-one years of age who are incapable of self-support 
because of being mentally or physically incapacitated and who 
are in fact dependent on him for over half of their support; and 
(C) his parents and parents-in-law if in fact dependent on him 
for over half of their support; and 

(2) in the case of any female member: (A) her lawful 
husband, if in fact dependent on her for over half of his sup- 
port; (B) her unmarried legitimate children, adopted children, 
or stepchildren under twenty-one years of age if they are in 
fact dependent on her for over half of their support or such 
unmarried legitimate children, adopted children, or stepchildren 
over twenty-one years of age who are incapable of self-support 
because of being mentally or physically incapacitated and who 
are in fact dependent on her for over half of their support; and 
(C) her parents and parents-in-law if in fact dependent on her 
for over half of their support. 

“Widows and the dependent children of deceased members of 
the Armed Forces who were members of the Armed Forces as 
defined in this Act at the time of death are authorized medical 
care under the terms of this Act in military medical facilities. 
Widows and dependent children are not authorized medical 
care at Government expense through civilian medical sources 
and shall not be entitled to medical care after the widow 
remarries.” 





The summary of federal leg’slat'on was prepared by the Washington 
Office of the American Med-cal Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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Medical Care Authorized 

Diagnosis, acute medical and surgical conditions, contagious 
diseases, immunization, and maternity and infant care are 
authorized. Hospitalization for domiciliary care and chronic 
diseases, nervous and mental disorders (except for diagnosis); 
elective medical and surgical treatment; prosthetic devices, 
hearing aids, orthopedic footwear, or spectacles, except abroad 
or at remote stations when sale would be at cost; home calls 
except in special cases; and ambulance service except in acute 
emergency are not authorized. 


Dental Treatment 

Dental care through private sources is not authorized at 
government expense, except as a necessary adjunct to inpatient 
medical or surgical treatment. “Except outside the continental 
limits of the United States and in remote areas within the 
continental limits of the United States where adequate civilian 
dental facilities are not available, dental treatment for depen- 
dents of members of the Armed Forces will be restricted to 
emergency dental care and dental care as a necessary adjunct 
to medical or surgical treatment. Emergency dental care is 
defined as the care required to relieve pain and suffering and 
shall not include any permanent restorative work or denta’ 
prosthesis.” 


Medical Care by Military Personnel 

Dependent medical care would be furnished by the military, 
except when military personnel and facilities are not adequate 
or available, when medical care by civilian personnel and 
hospitals is authorized. The amount of care to be provided by 
military would be subject to availability of space, facilities, and 
capabilities of medical staff. 


What the Dependents Pay 

When care is from civilian sources, dependents pay first $10 
for each illness (except maternity) and in addition, not more 
than 10% of total cost. In military installations, the defense 
secretary sets charges to dependents, “pursuant to a special 
finding that such charges are necessary.” Subsistence in con- 
nection with medical care is to be paid for as prescribed by 
regulations. 

This bill was referred to Senate Armed Services Committee. 


STATE MEDICAL LEGISLATION 


New Jersey 

Bill Introduced.—A. 406, to amend the law relating to the public 
schools, proposes that boards of education shall require a physical exam- 
ination of all employees of the board at least once each year rather than 
once each three years. 


Rhode Island 


Bills Enacted.—H. 770, was approved April 26, 1954. It provides for 
the appointment of a committee to study the establishment of a permanent 
school for attendant or praciical nurses and to evaluate the present 
practical nurse program in the state. H.820, was approved April 30, 
1954. It requires physicians and osteopaths to register their licenses 
annually. H. 896, was approved April 26, 1954. It amends the law relating 
to the control of rabies by authorizing the state veterinarian, on notifica- 
tion of the presence of rabies within the state, to make regulations 
requiring compulsory vaccination of dogs against rabies in areas under 
quarantine. S.335, was approved April 27, 1954. It amends the law 
relating to narcotic drugs by providing that the term “narcotic drug” 
shall include drugs found by the director of health, after reasonable 
notice and opportunity for hearing, to have an addiction-forming or 
addiction-sustaining liability similar to morphine or cocaine. 


Texas 

Bills Enacted.—H.78-X, was approved April 22, 1954. It amends the 
law relating to narcotic drugs by providing, among other things, that the 
term “licensed physician” shall mean any person who is duly licensed 
and whose license is current in all respects as issued by the Texas State 
Board of Medical Examiners or the State Board of Chiropody Examiners. 
H. 107-X, was approved April 23, 1954. It provides regulations strengthen- 
ing the anti-rabies program in the state. 


Virginia 

Bill Enacted.—S. 46, has become Ch. 626 of the Laws of 1954, It 
amends the medical practice act in several ways, among which is the 
addition of a requirement that applicants for part 2 of the examination 
must submit proof of good moral character. 
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CALIFORNIA 

Dr. Stckes to Give Clifford Lecture.—Dr. Joseph Stokes Jr., 
professor of pediatrics, University of Pennsylvania School of 
Medicine, Philadelphia, will be visiting lecturer for the annual 
Clifford Sweet lecture at Children’s Hospital of the East Bay 
in Oakland, May 26-28. His lecture “Viral Hepatitis as Related 
to Pediatrics” will be given Friday evening after a banquet at 
the Women’s City Club in Berkeley. All sessions will be open 
to interested physicians. Reservations for the banquet and lecture 
may be made through Children’s Hospital of the East Bay. 





Course on Emergency Prob!ems.—The department of public 
health on the Los Angeles Campus, University of California, 
will offer the new course “Medical and Health Problems in 
Emergencies” June 21-July 30. The course is described as “prin- 
ciples and practices involved in planning and operating emer- 
gency medical and public health services in disaster situations. 
Study of problems in first aid, rescue, transportation of the 
injured and providing emergency housing, sanitation, feeding 
and supportive services to maintain morale.” The class will meet 
Monday through Friday at 11 a. m. Information may be ob- 
tained from the Office of Summer Sessions, University of Cali- 
fornia, Los Angeles 24. 


Personal.—Dr. Philip K. Condit has been appointed chief of 
the bureau of venereal diseases, California State Department of 
Public Health, Berkeley, to succeed Dr. A. Frank Brewer, who 
resigned to become Merced County Health Officer. Dr. Condit, 
who has been assistant chief of the bureau of venereal diseases 
since 1949, joined the staff of the state health department in 
1938 as medical officer and returned 10 years later as assistant 
chief of the bureau of venereal diseases. Dr. Lawrence A. 
Williams, associate professor of medicine, University of 
Southern California School of Medicine, Los Angeles, was re- 
cently elected a member of the board of trustees of the Cali- 
fornia Institute of Technology in Pasadena. 





Quarantine on Musse!s.—The yearly quarantine of mussels for 
human consumption, recently declared by the state board of 
public health, will be in effect to Oct. 31. Mussels may be used 
for bait during the quarantine period but must be broken open 
and placed in containers plainly marked in large print, “For 
fish bait only. Unfit for human consumption.” Health officers 
of the coastal and bay counties have been instructed to post 
quarantine warnings covering both mussels and clams. Dr. 
Malcolm H. Merrill, state health director, has advised that clams 
should be cleaned and washed thoroughly before cooking, that 
all dark parts (where the poison concentrates during the May- 
October period) should be discarded, only the white meat being 
eaten, and that clams should be taken from areas free from 
sewage contamination. 


Dr. Brem Named Professor of Medicine.—Dr. Thomas H. 
Brem, chief of the medical service, Long Beach Veterans Ad- 
ministration Hospital, has been appointed director of clinical 
teaching and professor of medicine in the University of Southern 
California School of Medicine, Los Angeles. He will be in 
charge of the instruction of students who are on clinical assign- 
ments in the Los Angeles County Hospital and will assist in the 
teaching of interns and residents assigned to SC medical services 
in the hospital. In addition to being chief of the investigative 
medicine service for the VA in Long Beach, Dr. Brem was 
senior attending physician at the Harbor General Hospital, 
Torrance, and was on the courtesy staff of the Hospital of the 
Good Samaritan in Los Angeles and on the faculty of the 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health, Programs should be received at least three 
weeks before the date of mecting. 
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UCLA medical school. He was president of the Los Angeles 
Society of Internal Medicine in 1953 and is a director of the 
Long Beach Heart Association and a former director of the Los 
Angeles Heart Association. 


COLORADO 


Medical and Surgical Clinics at Greeley.—The second annual 
medical and surgical clinics will be presented at the Weld County 
General Hospital, Greeley, May 25. Dry clinics will be held 
from 8:30 to 9:15 a. m., after which Dr. Harold E. Haymond, 
Greeley, will serve as moderator for the presentations on surgery 
(“Little Fractures that Cause Big Headaches” and “Pulmonary 
Embolism”), and Dr. Russell W. Hibbert, Greeley, as moderator 
for papers on medicine (“Electrocardiographic Changes in 
Emotionally Disturbed Patients” and “Nonrheumatic Infectious 
Myocarditis”). At the assembly preceding luncheon, Dr. Fred 
D. Kuykendall, Eaton, will be moderator. “The Diagnosis and 
Management of Diseases of the Major Arteries” will be pre- 
sented by Dr. Walter F. Kvale, Rochester, Minn., and “Venous 
Thrombosis” by Dr. Alton Ochsner, New Orleans. During the 
afternoon session papers by staff members will deal with ulcera- 
tive colitis; endometriosis; present-day management of acute 
infectious laryngotracheobronchitis; and x-ray techniques of 
studying the gallbladder. Dr. Nicholas A. Madler, Greeley, will 
be moderator at the general assembly, 3:15 p. m., when “Car- 
cinoma of the Lung” will be discussed by Dr. Ochsner and 
“Treatment of Hypertension” by Dr. Kvale. 





CONNECTICUT 


Society News.—Newly elected officers of the Connecticut Society 
of Pathologists are: Dr. John E. Thayer, Hartford, president, and 
Dr. Bernard F. Mann, New Haven, secretary-treasurer. The 
Connecticut State Medical Society and the Connecticut Bar 
Association have formed a medicolegal committee, on which the 
following physicians serve: George H. Gildersleeve, Norwich, 
past president of the state society; Harold M. Marvin, New 
Haven, president; Creighton Barker, New Haven, executive secre- 
tary; Andrew J. Jackson, Waterbury; and Sidney Shindell, Rocky 
Hill. At its first meeting, J. W. Holloway Jr., Director, Bureau 
of Legal Medicine and Legislation, American Medical Associa- 
tion, discussed the conference type of committee organization. 
A meeting of the Connecticut Trudeau Society will be held 
at Cedarcrest, Newington, May 26, 8 p. m. Dr. Maurice B. 
Strauss, chief, Medical Service, Veterans Administration Hos- 
pital, Boston, will discuss “Metabolism and Fluid Balance as It 
Affects the Thoracic Surgeon, the Cardiologist, and the Intern- 
ist.” Physicians are cordially invited. 








Automobile Accident Research Program.—The Council of the 
Connecticut State Medical Society has appointed an advisory 
committee (Drs. Harold A. Bergendahl, Norwich, chairman, 
Paul W. Vestal, New Haven, and George Crawford, Center- 
brook) to cooperate with the Crash Injury Research Institute of 
Cornell University Medical College, New York, in a study on 
the specific causes of injury in automobile accidents, to be 
supervised by Mr. Hugh DeHaven, director of the institute. The 
Connecticut State Police will cooperate in the study, which will 
be patterned after similar studies now underway in Indiana, 
Maryland, and North Carolina. Researchers will pay special 
attention to data indicating that injury was caused by structural 
or design hazards in the vehicle rather than by actual collision, 
with a view of aiding automotive designers, engineers, and 
manufacturers to increase safety factors. Report blanks, which 
will be mailed to physicians to facilitate assembling of injury 
data, contain outlines of the human figure, on which physicians 
will be requested to indicate the location of accident injuries, 
no matter how trivial, and regardless of whether or not a fatality 
occurred. 
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IDAHO 


Hospitals Built with Hill-Burton Aid.—The Idaho Department 
of Public Health at Boise has sent to THE JouRNAL the following 
list of projects that had been completed with the aid of Hill- 


Burton funds in Idaho up to 1953. Pictures of two of these 
projects appear on this page. Under construction is a health 
center located in the City Hall at Twin Falls and a health center 
in the new Bannock County Courthouse in Pocatello. A 13-bed 
addition is being built at Preston and a 5-bed addition at 
Downey. A new 30-bed hospital is planned for Bonners Ferry. 
The plans for a 10-bed emergency hospital are awaiting approval 















for Mountain Home. The completion of these projects will pro- 
vide the necessary bed ratio for most of the entire state with the 
exception of northern Idaho, which still lacks approved beds in 
many areas. These areas have been given a high priority, and 
efforts are centered on replacing the nonacceptable beds. 


City Date Opened Type No. of Beds 
BP ectecdececsast 5/ 7/50 General 15—new 
ee eee 8/ 2/50 General $2--new 
Se icdisch. tenes anecene 5/11/52 General 60—addition 
ee eee 3/16/52 General 79—addition 
Bonners Ferry......... Not complete General 30—new 
SE Cie ddereseaass 4/16/50 General 75—new 
Pins cians owodies Not complete General i—aduition 
itiencitndadewas 1/27/49 General 18—addition 
is iétttiesectanns 3/16/52 General 40—new 
eee Not complete Tuberculosis 50—new 
Montpelier............. 3/19/50 General 35—new 
Pas 05 ve icecess 10/ 7/51 General 100—new 


PR chcitcentocus  saekeasee Equipment 
Notcomplete Public health center (located in 


new courthouse) 


PN a vanevenetons 


DR odd hess ces0%0% 2/27/50 General and publie 28—new 
health center 

2 9/ 1/51 General 161—new 

co ky Serer Notcomplete Public health center (loeated in 
city hall) 

Pe eee 5/14/50 General and public 50—new 
health center 

eds setaens Not complete General 13—addition 

ILLINOIS 





Dr. Koritz Honored.—During its recent meeting, the U. S. 
Chamber of Commerce selected as one of America’s 10 out- 
standing young men of 1953, Dr. Lloyd Thomas Koritz, 
Rochelle, who for two years served as a “human guinea pig.” 
He recently received an award from the Walter Reed Society, 
which honors persons who have risked their lives in medical 
experiments. Dr. Koritz was subjected to experiments that re- 
sulted in a new type of artificial respiration. 











Chicago 

University Appoints Two Professors—Dr. Walter L. Palmer, 
professor of medicine, University of Chicago School of Medi- 
cine, one of the eight original faculty members of the University 
of Chicago medical center, has been named the Richard T. 
Crane professor of medicine, and Dr. William E. Adams, pro- 
fessor of surgery at the university, has been appointed the James 
Nelson Raymond and Anna Louise Raymond professor of sur- 
gery. Dr. Palmer, a past chairman of the American Medical 
Association’s Section on Gastroenterology and Proctology and 
the Section on Internal Medicine, is a past president of the 
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The first picture is of the Ashton 
Memorial Hospital at Ashton. The 





second picture is of the Caldwell 


Memorial Hospital at Caldwell. 





American Gastroenterological Association and the Chicago 
Society of Internal Medicine. Dr. Adams is a past president of 
the Chicago Pathological Society, the Chicago Tuberculosis 
Society, and the Chicago Surgical Society. 





Help for Handicapped Children.—Through affiliation of the 
Mercy Hospital Cerebral Palsy Clinic and the Martha Wash- 
ington Home for Crippled Children, rehabilitation services are 
being offered to physically handicapped children by specialists 
in pediatrics, physical medicine, orthopedics, and neuropsychi- 
atry, with consultation in other specialties when necessary. All 
members of the medical staff are on the faculty of the Stritch 
School of Medicine of Loyola University as well as the staff of 
Mercy Hospital. They are Drs. Arthur W. Fleming, Joseph L. 
Koczur, James J. Callahan, Joseph T. Coyle, and Harold M. 
Manfredi. Ancillary services, such as social service, psychology, 
physical therapy, occupational, speech, and group therapy, are 
available. All patients accepted for treatment become the re- 
sponsibility of the medical staff and are completely under their 
care during the period of treatment. On discharge the patient is 
returned to the referring physician or clinic, with a full report 
of care given. The organization is interested in having referrals 
from private physicians, medical facilities, and community agen- 
cies. Requests for admission should be referred to Mrs. Regina 
V. Fine, coordinator of the Cerebral Palsy Treatment Center. 
Fees for service are determined on the ability of the parents of 
the patient to pay but no patient is denied service because of 
inability to pay. The public agencies have authorized the usual 
clinic rates. For inpatient service $9.50 per day has been estab- 
lished tentatively as an all-inclusive rate. 


INDIANA 


Bronze Plaque to Dr. Cummings.—In appreciation of more 
than 50 years of service to the people of Brownstown and sur- 
rounding communities, a bronze plaque has been presented to 
Dr. David J. Cummings of that city. In addition, he received 


J.A.M.A., May 22, 1954 
























Vol. 155, No. 4 


a check for nearly $3,500 contributed by over 2,000 persons, 
which he designated as a medical student loan fund to be 
administered by the Indiana University Foundation. 


Diabetic Camp to Open.—The Indianapolis Diabetes Associa- 
tion will open a camp for diabetic children from July 5 to Aug. 1 
in Bradford Woods on state route 67, four miles north of 
Martinsville. Plans call for enrollment of 25 children the first 
year with ultimate expansion to include 100 between the ages 
of 8 and 15. It is anticipated that the charge will not exceed $25 
per child and that donations will defray this cost for children 
who cannot afford to attend. Donations should be forwarded to 
the Indianapolis Diabetes Association, 428 Bankers Trust Bldg., 
and should be designated “for the diabetic camp for children.” 
Camp Sycamore will be administered by a joint committee of 
the lay and clinical groups of the diabetes association. American 
Diabetes Association diets will be used under strict management. 
Referring physicians will be asked to supply the medical director 
with a medical history of the child, together with recommenda- 
tions important to the youngster’s welfare during the camping 
period. Land to be used for the camp originally was given to 
Indiana University for management and to be used by under- 
privileged children. A 100-acre lake is being constructed for 
later use. 


LOUISIANA 


Appoint Head of Otorhinolaryngology Department.—Dr. Val- 
entine Henry Fuchs, New Orleans, has been named professor 
and head of the department of otorhinolaryngology at the 
Louisiana State University School of Medicine, New Orleans, 
to succeed the late Dr. George Taquino, who was head of the 
department from 1936 to 1953. Dr. Fuchs, who has served as 
a clinical professor in the department since 1937, has also been 
a professor of osteology at the Loyola Dental School and is 
now a visiting surgeon in the department of otorhinolaryn- 
gology at Charity Hospital in New Orleans. He has served as 
president of the Orleans Parish Medical Society and president 
of the Eye, Ear, Nose and Throat Society. 


MARYLAND 


Symposium on Sudden Death.—The Postgraduate Institute of 
Doctors Hospital, Baltimore, will close its course on industrial 
medicine and traumatic surgery May 25, 9:15 p. m., with the 
symposium “Sudden Death and What the Practitioner Can Do 
to Avert It.” Collaborators will be Dr. Russell S. Fisher, Balti- 
more, chief medical examiner, State of Maryland; Henry C. 
Freimuth, Ph.D., Catonsville, toxicologist, department of post- 
mortem examiners; Dr. Henry J. L. Marriott, associate pro- 
fessor of medicine, University of Maryland School of Medicine, 
Baltimore; and Sylvan M. Shane, D.D.S., anesthesiologist, 
Lutheran and Doctors Hospitals, Baltimore. 


MASSACHUSETTS 

Narcotic Violation.—Dr. William E. Cohen, 67 Beech St., West 
Roxbury, Boston, pleaded guilty, March 22, in the U. S. District 
Court at Boston, to a 43 count indictment charging violation of 
the federal narcotic law. He was sentenced to serve a term of 
two years. 


Pediatric Cancer Fellowships.—Fellowships for training in 
clinical investigation in the field of cancer in children, including 
chemotherapy, have been created at the Children’s Cancer Re- 
search Foundation, with stipends of $2,400-$5,000, depending 
on training. Application blanks may be secured from Dr. 
Sidney Farber, Scientific Director, Children’s Cancer Research 
Foundation, Boston. 


Dr. Shattuck Honored.—A portrait of Dr. George C. Shattuck, 
clinical professor of tropical medicine, emeritus, at the Harvard 
School of Public Health, was unveiled recently in the lobby of 
the school. Dr. Shattuck, the fifth in a direct line of descendants 
who were physicians, began his career in tropical medicine in 
the Philippines at the invitation of the late Dr. Richard Pearson 
Strong, then director of the medical section of the Philippine 
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Bureau of Science in Manila. Dr. Shattuck was president of the 
American Society of Tropical Medicine in 1927 and is a charter 
member of the American Academy of Tropical Medicine. He 
is consultant on tropical diseases at the Boston City Hospital, 
Massachusetts General Hospital, Peter Bent Brigham Hospital, 
and the Veterans Administration Hospital in the Boston area. 


MICHIGAN 


Dr. Francis to Evaluate Poliomyelitis Vaccine Tests.—The Na- 
tional Foundation for Infantile Paralysis, 120 Broadway, New 
York 5, announces that Dr. Thomas Francis Jr., chairman, de- 
partment of epidemiology, University of Michigan School of 
Public Health, Ann Arbor, will direct an evaluation of the polio- 
myelitis vaccine tests to be conducted this spring. An evaluation 
center will be established at the university, and the university 
will assist in collecting data and preparing statistical analysis. 
The results of the evaluation are expected to be available in 
1955. Actual field trials and inoculations will be conducted by 
state, county, and community health officials for the foundation 
in areas determined by recommendations of state health officers. 
Dr. Francis, who since 1941, has been chairman of the depart- 
ment of epidemiology, in 1947 was given the Lasker award for 
“distinguished contributions to our knowledge of influenza.” He 
has been consultant to the secretary of war and director of the 
Influenza Commission of the U. S. Army Epidemiological Board 
since 1941, 


Symposium on Instrumentation in Industrial Hygiene.—The 
Institute of Industrial Health and the School of Public Health, 
University of Michigan, Ann Arbor, will present a symposium 
on instrumentation in the Rackham Building at the university, 
May 24-27. The symposium will be opened Monday, 9:30 a. m., 
by Dr. Otto T. Mallery Jr., director of the institute. Philip 
Drinker, Sc.D., professor of industrial hygiene, Harvard School 
of Public Health, Boston, who will be the dinner speaker Tues- 
day, 6:30 p. m., is the chief editor of the A. M. A. Archives of 
Industrial Hygiene and Occupational Medicine, consultant to the 
Atomic Energy Commission, and a former president of the Indus- 
trial Hygiene Association. Topics to be discussed during the sym- 
posium will include “Sampling and Analyzing Air for Contami- 
nants in Work Places” and “Laboratory Type Instruments of 
Specific Application to Industrial Hygiene.” Types of instruments 
considered will be those specifically designed for atmospheric 
pollution evaluation and those designed for measuring air 
velocity, sound and vibration, ionizing radiations, and ultra- 
violet, visible, and infrared energy. Papers presented at the 
symposium will be published in an illustrated volume. Those 
interested in obtaining an information booklet about the sym- 
posium should write to Director, Continued Education, 109 
South Observatory St., Ann Arbor. 


MINNESOTA 


Society News.—Newly elected officers of the Minneapolis 
Pediatric Society include Dr. Northrop Beach, president; Dr. 
Albert J. Schroeder, vice-president; Dr. Eldon B. Berglund, 
secretary; and Dr. Arnold S. Anderson, treasurer. 


Dr. Kolb Goes to Columbia in New York.—Dr. Lawrence C. 
Kolb, Rochester, has been appointed director of the New York 
State Psychiatric Institute (succeeding Dr. Nolan D. C. Lewis 
who retired from state service last September) and professor of 
psychiatry and executive officer of the department of psychiatry, 
Columbia University College of Physicians and Surgeons. He 
will also be director of psychiatric service at Presbyterian Hos- 
pital in New York. All appointments become effective July 1. 
Dr. Kolb, who is consultant in psychiatry at the Mayo Clinic 
and associate professor in psychiatry of the Mayo Foundation, 
holds consultant appointments on three committees of the 
National Research Council dealing with psychiatry, naval medi- 
cal research, and problems of alcohol, and is also consultant on 
the advisory committee to the counselling clinic, Public Health 
Center of Rochester, and to the National Multiple Sclerosis 
Society. He serves on the governor’s advisory council on mental 
health and is chairman of the research advisory committee to 
the state commissioner of welfare. 
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MISSOURI 

Public Meeting on Health Legislation—On May 27, 8 p. m., 
the Interprofessional Health Council of Metropolitan St. Louis 
will hold a public meeting at the St. Louis Medical Society, 3389 
Lindell Blvd. “The Washington Scene—1954 Health Legislation” 
will be presented by Mr. C. Joseph Stetler, Secretary, A. M. A. 
Committee on Legislation. 


Personal.—Mr. Mac F. Cahal, Kansas City, executive secretary 
and general counsel of the American Academy of General 
Practice, has been named an adviser to the medical task force 
of the Hoover reorganization commission, which will report 
to the commission on the activities of the federal government 
in the field of medicine. The commission was organized in 
1949 to seek ways of effecting savings in government ex- 
penditures and recently began new studies at the request of 
President Eisenhower. Mr. Cahal, who holds a law degree, 
expects to act primarily as a legal adviser to the task force. 
Dr. Paul E. Kubitschek, medical director of St. Vincent’s Hos- 
pital of St. Louis, was honored by the Sisters of Charity, who 
presented a plaque “for 20 years of devoted service to the sick 
and for administrative guidance” at the annual breakfast for 
the medical staff on Jan. 9. Dr. Kubitschek, who has served 
on the faculty of the Washington University School of Medi- 
cine since 1928, is instructor in clinical child psychiatry and 
clinical pediatrics and was formerly director of the Child Guid- 
ance Clinic, now known as the Community Child Guidance 
Clinic of Washington University. He is on the staff of De Paul, 
Barnes, Evangelical Deaconess, and St. Luke’s hospitals in 
St. Louis. 





MONTANA 

Meeting on Radiologic Diagnesis.—A cordial invitation is ex- 
tended to all physicians by the Yellowstone Valley Medical 
Society to attend its meeting, May 28, at which Dr. William R. 
Christensen, head, department of radiclogy, University of Utah 
School of Medicine, Salt Lake City, will discuss “The Accuracy 
and Reliability of Radiological Diagnosis.” The meeting at the 
Yellowstone Country Club, 1701 Rimrock Road, Billings, will 
follow a 7 o'clock dinner. 


NEW JERSEY 

Scout Camp Doctor Wanted.—The Eagle Rock Council of the 
Boy Scouts of America desires to obtain the services of a 
physician, nurse, or medical student for its summer camp. Appli- 
cants should write to the Eagle Rock Council, Boy Scouts of 
America, 60 S. Fullerton Ave., Montclair, or telephone Mont- 
clair 2-4424. 


Hall of Fame.—An International Medical and Surgical Hall of 
Fame is being organized at the Dr. E. C. Hazard Hospital 
medical library, Long Branch, which was established as a tribute 
to physicians who served in World War II. Many photographs 
of famous physicians and medical scientists have already been 
received, including a portrait of Louis Pasteur, a gift of the 
Republic of France. The library will be located in a $250,000 
wing of the hospital, now under construction. 


NEW MEXICO 

Dr. Clark Named State Director of Public Health.—Dr. Gerald 
R. Clark, director, Clackamas County Health Department, has 
been appointed state director of public health for New Mexico. 
Dr. Clark has served with the U. S. Public Health Service in 
Arizona, Ohio, Massachusetts, Texas, Kentucky, and Florida. 
He served the federal government in Greece for 15 months and 
has been an instructor in preventive medicine and public health 
at the University of Oregon Medical School in Portland. 


NEW YORK 


Research on Alcoholism.—The New York Mental Health Com- 
mission has approved two additional grants, totaling over 
$27,000 annually, for the use of an alcoholism clinic and re- 
search project, which, functioning under the direction of the 
department of psychiatry, State University of New York College 
of Medicine at New York City, Brooklyn, will be located at 
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Kings County Hospital, Brooklyn. The staff plans include: 
psychiatrist, psychiatric social worker, clinical psychologist, and 
a fellow in internal medicine. 


New York City 


University News.—A March of Dimes grant of $25,666.80 will 
enable the New York University-Bellevue Medical Center to 
continue its reference center for information on appliances for 
the rehabilitation of handicapped persons. The center, which 
was established in 1949 with the aid of the National Founda- 
tion for Infantile Paralysis, will continue under the direction 
of Dr. Howard A. Rusk, chairman, department of physical 
medicine and rehabilitation of the college of medicine. Under 
the terms of the grant a staff will continue collecting and 
evaluating self-help aids for patients with disabilities. This ma- 
terial forms the basis for loose-leaf manuals, which are said 
to have had world-wide distribution to hospitals, agencies, and 
professional persons concerned with the welfare of the handi- 
capped. 


First Faculty Appointment at Einstein Medical College.—Dr. 
Leo M. Davidoff, director, neurological surgery, Beth Israel 
Hospital, has been appointed chairman of the department of 
surgery at the Albert Einstein College of Medicine of Yeshiva 
University and director of surgery at the Bronx Municipal 
Hospital Center. The college, now under construction at the 
corner of Morris Park Ave. and Eastchester Rd. in the Bronx, 
will adjoin its clinical teaching center, the Bronx Municipal 
Hospital Center, now being built by the City of New York. 
Dr. Davidoff, who was surgeon to the Byrd-MacMillan Arctic 
Expedition in 1925, has served as chief of the department of 
surgery of the Jewish Hospital in Brooklyn, chief of neuro- 
surgery at Montefiore Hospital in New York, and neurosurgeon 
to the Neurological Institute of New York. He has held pro- 
fessorial academic appointments at both the College of Physi- 
cians and Surgeons of Columbia University and the Post- 
Graduate Medical School of the New York University-Bellevue 
Medical Center. 


PENNSYLVANIA 


Seminar on Perinatal Pathology——The Pennsylvania Depart- 
ment of Health and the Philadelphia Department of Public 
Health Section on Maternal and Child Health, announces a one 
day seminar on the newer concepts of perinatal pathology, 
May 26, at St. Christopher’s Hospital for Children, 2600 N. 
Lawrence St., Philadelphia. Consideration will be given to the 
physiology of the fetus and newborn infant as a whole and the 
correlation of the pathologist’s findings with the clinical aspects 
of pregnancy and the newborn period. Registration is limited to 
hospital pathologists in Pennsylvania. Those outside of Phila- 
delphia should send application to Dr. W. Paul Dodds, Director, 
Bureau of Maternal and Child Health, Pennsylvania Depart- 
ment of Health; Philadelphia pathologists should apply to Dr. 
Elizabeth Kirk Rose, Chief, Section on Maternal and Child 
Health, Philadelphia Department of Public Health. 


Philadelphia 

Society News.—Newly elected officers of the Philadelphia 
Allergy Society include: Dr. George W. Truitt, Philadelphia, 
president; Dr. Charles S. Pennypacker, Bryn Mawr, vice- 
president; and Dr. Edmund E. Ehrlich, Philadelphia, secretary- 
treasurer. 


Large Replica of the Heart.—A joint project of the Heart Asso- 
ciation of Southeastern Pennsylvania, the Division of Adult 
Cardiovascular Diseases of the Commonwealth of Pennsylvania, 
and the Franklin Institute, a mammoth heart replica (28 ft. long 
and 17% ft. high) has been installed in the Franklin Institute 
(Benjamin Franklin Parkway at 20th St.). The model consists 
of more than 250 segments, 4 tons of papier-maché, and 4,000 
square feet of circuits. Constructed principally of plywood, 
channel iron, metal lath, rubber valves, and papier-maché, the 
central figure, or “The Engine of Life,” is so large that a path- 
way has been constructed through it for visitors. The exhibit 
also illustrates how the heart itself is nourished by its own 
relatively small but complete arterial and venus circulatory 
system. The visitor is familiarized with the physical structure of 
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the organ and can readily see the exact positions of the vessels, 
valves, and chambers. Synchronized sound creates the illusion 
of cardiac rhythm of the beating heart. 


UTAH 


State Medical Meeting at Ogden.—The Utah State Medical 
Association (Dr. Frank K. Bartlett, Ogden, president) and the 
Ogden Surgical Society (Dr. Henry C. Stranquist, Ogden, 
president) will hold their annual meetings jointly in the Orpheum 
Theatre, May 26-28. The morning sessions will begin at 8 a. m. 
with motion pictures (Wednesday, “Ligation and Stripping 
Treatment of Varicose Veins”; Thursday, “Transorbital Lobot- 
omy” and “Clinical Study of a Catatonic”; and Friday, “Skin 
Grafting”). Daily round-table discussions will be held at 
luncheon, 12:15 p. m., at the Hotel Ben Lomond. Guest speak- 
ers and their first presentations include: 
Carl A. Moyer, St. Louis, Past and Present of the Treatment of Burns. 
Warren H. Cole, Chicago, Gastric Ulcer. 
Chauncey C. Maher, Sr., Chicago, Selection and Preparation of Cardiac 
Patients for Surgery. 
Carleton Mathewson Jr., San Francisco, Surgical Significance of Gastro- 
intestinal Bleeding. 
Robert H. Alway, Denver, Alimentary Tract Hemorrhage in Infancy 
and Childhood. 
Joel J. Pressman, Los Angeles, Newer Concepts in the Technique of 
Radical Neck Dissection. 
Frank B. Queen, Portland, Ore., Changing Concepts in the Manage- 
ment of Soft Tissue Tumors. 
Richard K. Gilchrist, Chicago, Surgical Treatment of Ulcerative Colitis, 
Walter Freeman, Washington, D. C., Psychosurgery of Unbearable Pain. 
Charles D. Creevy, Minneapolis, Difficulties in Recognizing Renal Neo- 
plasms Clinicaily: Atypical Symptom Complexes. 
Philip D. Wilson, New York. Study of Stress Reactions Following 
Injury and Operative Procedures. 
Alton Ochsner, New Orleans. Postphlebitic Sequelae. 
Howard K. Gray, Rochester, Minn., Surgery of the Pancreas. 
J. Vernon Cantlon. Reno, Nev., Pruritus Ani: Patho!ogy and Method of 
Surgical Treatment. 
Glen R. Leymaster, Salt Lake City, Epidemiological Studies of 
Gastroenteritis. 
The sessions will close Friday, 3:30 p. m., with a symposium, 
“Diseases of the Colon,” for which Dr. Cole will serve as 
moderator, with Drs. Gilchrist, Gray, Mathewson, and Ochsner 


as collaborators. 


WEST VIRGINIA 

Tri-County Meeting.—The annual Tri-County Meeting of the 
component medical societies in Marion, Monongalia, and Har- 
rison counties will be held at the Field Club, Fairmont, May 27. 
Gynecology will be the general topic of the scientific program 
presented in the afternoon by a group from the Cleveland Clinic, 
who will also lead a round-table discussion of gynecologic 
problems after dinner at the Field Club. The annual Tri-County 
Golf Tournament is scheduled for the Field Club on the morn- 
ing of the meeting. 


WISCONSIN 


Personal.—Dr. William S. Middleton, dean, University of 
Wisconsin Medical School, Madison, recently participated in the 
meetings of the North Atlantic Treaty Organization (NATO) 
in Paris, France, at the request of the U. S. Department of 
Defense. 


State Society Presents Postgraduate Courses.—The State Medi- 
cal Society of Wisconsin, in cooperation with several other state 
Organizations, is sponsoring postgraduate courses, which will 
include presentations on May 25 in Chippewa Falls (Hotel 
Northern); May 26, Pinecrest Resort (near Iron River); and 
May 27, Rhinelander (St. Mary’s Hospital). Dr. Robert C. 
Parkin, director of postgraduate education, University of Wis- 
consin Medical School, Madison, will serve as moderator for 
the following program, 2-5:30 p. m.: 


Treatment of Common Skin Lesions, Garrett A. Cooper, Madison. 

Endocrine Therapy in Gynecologic Disorders in Relation to Cancer, 
Edwin J. De Costa, Chicago. 

Modern Management of Hypertension, Henry A. Schroeder, St. Louis. 

A Review of Neurological Surgery, Henry G. Schwartz, St. Louis. 
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HAWAII 


Annual Medical Association Meeting —The 64th annual meet- 
ing of the Hawaii Medical Association was held in Honolulu, 
May 13-16. The sessions opened with the showing of the motion 
picture “Translumbar Arteriography” by Dr. Herbert Y. H. 
Chinn, Honolulu. The closing session Friday evening included 
the presidential address of Dr. Edwin K. Chung-Hoon, Hono- 
lulu, “Freedom—Our Guiding Light”; an audiodigest film; and 
a presentation, “The Endocrine and Metabolic Response of Man 
to Stressing Circumstances and Their Clinical Implications,” by 
Dr. Jerome W. Conn, professor of medicine, division of endo- 
crinology and metabolism, University of Michigan Medical 
School, Ann Arbor. Among the topics discussed during the 
sessions were ocular fandus of lupus erythematosus, retrolental 
fibroplasia in prematurity, otosclerosis, needle liver biopsy, 
racial frequency and age distribution of ovarian tumors in 
Honolulu, malignant lesions of the oral cavity, racial differences 
in the incidence of cancer in Hawaii, infantile eczema, and 
surgical treatment of Pott’s paraplegia. The association has is- 
sued a cordial invitation to all physicians and surgeons to the 
A. M. A. postconvention tour to Hawaii with scientific sessions 
in Honolulu, June 28-29. 


GENERAL 

Directory of CIOMS.—The January-June, 1953, Bulletin of the 
Council for International Organizations of Medical Sciences 
contains (1) a list of all international nongovernmental organi- 
zations in the field of medicine that are recorded with the secre- 
tariat of the CIOMS, classified under alphabetically listed sub- 
ject headings, and (2) a list of national societies affiliated with 
organizations which are members of CIOMS. 


Laryngologists Observe Diamond Anniversary.—The American 
Laryngological Association will hold its 75th annual meeting 
at the Hotel Statler, Boston, May 27-28 under the presidency 
of Dr. Gordon F. Harkness, Davenport, Iowa. Dr. William 
Dameshek, Boston, has been invited to present the first paper, 
“Blood Dyscrasias and Their Relation to Laryngology,” Thurs- 
day, 2 p. m. Other speakers, by invitation, will include Drs. 
Kenneth C. Johnston and Filmore Schiller, Chicago: Grantley 
W. Taylor and Philip E. Meltzer, Boston; Richard A. Kern, 
Philadelphia; David W. Brewer, Syracuse, N. Y.; and Edwin A. 
Stuart, Montreal, Canada. 


American Otological Society—The American Otological Soci- 
ety will hold its annual meeting at the Hotel Statler, Boston, 
May 23-24. The sessions will open Sunday, 9:30 a. m. The 
guest of honor will be Dr. George M. Coates, Philadelphia. 
The scientific program will begin with a presentation, “The Hard 
of Hearing Infant,” by Dr. D. E. Staunton Wishart, Toronto, 
Canada, and will close with a paper on malingering by Dr. 
Aram Glorig, Washington, D. C., which will be preceded by 
a clinical study in bone conduction by Dr. Gordon D. Hoople, 
Syracuse, N. Y. The annual dinner for members, official in- 
vited guests, and their ladies (formal dress optional) will follow 
the president’s reception and cocktails, 6:30 p. m., Sunday. 


Meeting of Genito-Urinary Surgeons.—The American Associ- 
ation of Genito-Urinary Surgeons will hold its annual meeting 
May 26-28 at the Shawnee Inn, Shawnee-on-Delaware, Pa., un- 
der the presidency of Dr. Vincent J. O’Conor, Chicago. On 
Wednesday a symposium on physiology will be presented by 
Earl T. Engle, Ph.D. (by invitation), New York, whose subject 
will be the prostate and testicles; Dr. George F. Cahill, New 
York (adrenals); Dr. William W. Scott, Baltimore (pituitary); 
Dr. William P. Herbst Jr., Washington, D. C. (kidney); and Dr. 
Winfield W. Scott and by invitation, Drs. John A. Benjamin and 
Frederick T. Joint, Rochester, N. Y., who will show cinefluoro- 
graphic studies of bladder and urethral function. On Thursday 
Dr. O’Conor will present “Diagnosis and Indications for Plastic 
Procedures on the Renal Pelvis,” the first paper in a symposium 
on renal surgery, which will include “Surgical Aspects of Hydro- 
nephrosis” by Dr. Thomas E. Gibson, San Francisco; “Uretero- 
pelvic Surgery Without Intubation” by Dr. Frank C. Hamm, 
Brooklyn; “Coagulum Pyelolithotomy” by Dr. John E. Dees, 
Durham, N. C.; and “Partial Nephrectomy” by Dr. John K. 
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Lattimer, New York. On Friday the following symposium on 
chemotherapy will be presented: 


The Changing Flora in Urinary Infections in This Antibiotic Age, Gray- 
son H. Carroll, St. Louis. 

Management of General Infections, Gershom J. Thompson, Rochester, 
Minn. 

Treatment of Tuberculosis, Archie L. Dean Jr., New York. 


A formal banquet will be held Thursday. 


American College of Cardiology.—The third annual convention 
of the American College of Cardiology will be held in the 
Conrad Hilton Hotel, Chicago, May 27-29. On Thursday 
evening, 8 p. m., the college and the scientific session of the 
Chicago Heart Association will present a joint program. The 
entire convention will be devoted to the single topic “Prognosis 
in Heart Disease.” Friday morning Dr. David Scherf, New 
York, will have as his topic “Of What Do Cardiacs Die?” Dr. 
William B. Wartman, Chicago, will cover “Cause of Death in 
Cardiovascular Disease as Seen by the Pathologist.” Dr. Smith 
Freeman, Chicago, will analyze “Prognosis in Cardiovascular 
Diseases as Influenced by Biochemical States.” Dr. Richard S. 
Gubner, Brooklyn, will present “Insurance Experience in Prog- 
nosis of Cardiac Diseases, Congenital and Acquired.” Friday 
afternoon, Drs. Walter S. Priest and Jacques M. Smith, Chicago, 
will give the major essay on prognosis of subacute bacterial 
endocarditis, and there will be other papers on prognosis in 
coronary and rheumatic heart disease. Among the essayists 
Saturday morning will be Dr. Simon Dack, New York (“Prog- 
nosis of Arteriosclerosis”), and Dr. Aldo A. Luisada, Chicago 
(“Prognosis in Acute and Subacute Myocarditis”). The sym- 
posium “Prognosis of Heart Disease as Influenced by Surgery” 
will be presented Saturday afternoon with Dr. Egbert H. Fell 
as chairman and Drs. Willis J. Potts and Edward E. Avery, 
Chicago; S. Gilbert Blount Jr., Denver; Claude S. Beck and 
Bernard L. Brofman, Cleveland; and Louis A. Soloff, Phila- 
delphia, as collaborators. 


Meeting of Broncho-Esophagological Association.—The 35th 
annual meeting of the American Broncho-Esophagological Asso- 
ciation will be at the Statler Hotel, Boston, May 25-26. Physicians 
are invited to attend. The sessions will open Tuesday, 2 p. m., 
with the address of the president, Dr. Edwin N. Broyles, Balti- 
more, after which Drs. Charles F. Ferguson and Carlyle G. 
Flake (by invitation), Boston, will present a paper, “Tracheo- 
graphic and Bronchographic Studies, as Aids in the Diagnosis 
of Congenital Malformations,” based on a radiologic exhibit 
given at the recent Pan-American Congress in Mexico City. Drs. 
Charles A. Flood and Jose M. Ferrer Jr., New York, will par- 
ticipate, by invitation, with Dr. Daniel C. Baker Jr., New York, 
in a discussion of postoperative esophageal stenosis, after which 
Dr. Paluel J. Flagg, New York, will present “Cardiac Arrest,” 
by invitation. The scientific session Wednesday will open at 
2 p. m. with the invited presentation of “A Thirty-One Year 
Hospital Experience with the Bronchoscopic Approach to 
Bronchial Adenoma” by Dr. Lamar Soutter, Boston, and will 
close with the case report “Four Bobby Pins in the Stomach of 
a Two Year Old; Magnetic Removal” by Dr. Murdock S. Equen, 
and (by invitation) Drs. George S. Roach, Robert H. Brown Jr., 
and Truett V. Bennett, Atlanta, Ga. Other invited speakers who 
will participate in presentations or discussions include Dr. 
Joseph Freeman, New York, Drs. Herbert M. Stauffer and 
A. Reynolds Crane, Philadelphia, Dr. Francis E. Donoghue, 
Rochester, Minn., and Dr. Donald A. Nickerson, Salem, Mass. 
Members are invited to attend the dinner of the International 
Broncho-Esophagological Society in the Bay State Room at 7 
p. m. 


Otorhinolaryngologists Meet in Boston.—The annual meeting 
of the American Laryngological, Rhinological and Otological 
Society will be held at the Hotel Statler, Boston, May 25-27. 
After his presidential remarks, Tuesday, 9:30 a. m., Dr. LeRoy 
A. Schall, Boston, will introduce the guest of honor, Dr. J. 
Parsons Schaeffer, professor emeritus of anatomy, Jefferson 
Medical College of Philadelphia. An unrehearsed round-table 
discussion of Méniére’s disease is planned for 10:20 a. m. Tues- 
day. Dr. Julius Lempert, New York, will serve as moderator, 
with Dr. Terence Cawthorne, London, England, and Drs. 
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Kenneth M. Day, Pittsburgh, and John R. Lindsay, Chicago, 
as collaborators. Oral or written questions may be submitted 
from the floor. At 12:25 p. m. Dr. Alfred A. Dorenbusch, 
Charlotte, N. C., will present the candidate’s thesis, “The Role 
of Triangulation Roentgenoscopy as a Method of Guidance in 
the Removal of Opaque Foreign Bodies Beyond Bronchoscopic 
Vision.” Greetings from the governor of the Commonwealth of 
Massachusetts, the Hon. Christian A. Herter, Wednesday, 1] 
a. m., will be followed by “The Surgical Treatment of the 
Atresia Auris Congenita: A Clinical and Histological Report” 
by Prof. Luzius Ruedi, Zurich, Switzerland. A motion picture, 
“Observations on Benign and Malignant Lesions of the Larynx,” 
by Dr. Gabriel Tucker, Philadelphia, concludes the program 
Thursday morning. Other presentations will include: 
Study of Ciliated Epithelium with the Electron Microscope, Don W. 
Fawcett, Boston. 
Progressive Oral Gangrene due to Acatalasemia—colored motion picture, 
Shigeo Takahara, Japan. 
Industrial Noise and Occupational Deafness, Mr. Harry Nelson, Madi- 
son, Wis. 
Neoplasms of the Middle Ear and Mastoid, Wesley H. Bradley, Syra- 
cuse, N. Y., James H. Maxwell, Ann Arbor, Mich. 
Members and guests (including ladies) are invited to a cocktail 
party given by the American Broncho-Esophagological Associa- 
tion and the American Laryngological, Rhinological and Oto- 
logical Society in honor of their presidents, Wednesday, 6-7 
p. m., in the grand ballroom of the Hotel Statler. 


CANADA 

Queen’s Medical Centenary——The Faculty of Medicine in 
Queen’s University will celebrate the 100th anniversary of its 
founding at Kingston, Ontario, Oct. 13-17. The March number 
of the Canadian Medical Association Journal was issued as a 
Queen’s Medical Centenary Number. When the Faculty of 
Medicine was founded in 1854, Kingston was still largely a 
military and naval frontier outpost in what was called Upper 
Canada. Now in its 100th year, the medical school offers courses 
leading to the degrees of M.D., C.M., M.Sc. (Med.), and Ph.D., 
and various clinical certifications, to about 400 students from 
Canada and various parts of the British Empire and the United 
States of America. Some 20 limestone buildings on the univer- 
sity campus at Kingston are used by medical students. The in- 
stitution has about 2,000 medical graduates. 


FOREIGN 


Conference on Potassium.—An international conference on the 
physiopathology of potassium will be held in Paris, France, June 
14-18, under the leadership of members of the Academy of 
Medicine, with the cooperation of the Rockefeller Foundation. 


Freiburg Symposium.—The third Freiburg Symposium “Patho- 
physiology and Clinical Aspects of Renal Diseases” will be held 
June 27-29 under the direction of Prof. Dr. L. Heilmeyer at the 
medical clinics of the University of Freiburg in Breisgan, 
Hugstetter Strasse 55. 


Gastroenterological Meeting in Paris—The European and 
Mediterranean gastroenterological associations will hold their 
annual meeting in Paris, June 30. An International Congress of 
Gastroenterology to be held at some time between 1955 and 
1957 will be discussed. 


Congress of Health Technicians.—The fourth International 
Congress of Health Technicians will be held at Maison de la 
Mutualité, Paris, France, June 15-19, to consider all aspects of 
the problems of modern hospitalization. For information, ad- 
dress the Secretariat of the Congress, 6 Square Desaix, Paris 
(15e). 


Conference on Gynecology.—The French Conference on Gyne- 
cology will be held in Paris, July 19-22, under the sponsorship 
of the Minister of Public Health. The theme, “Treatment of 
Genital Prolapse,” will be developed through reports on posterior 
colpoperineorraphy; anterior perineorraphy; cervical amputation 
in genital prolapse; abdominal operations, singly or in combina- 
tion; the Lefort, Lebhardt, and Manchester operations; urinary 
complications of prolapse (with films); obstetric consequences 
of operations for prolapse; and other presentations. 
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Medical Meetings in Italy—The International Meetings of 
Medicine and Surgery, the second International Exhibition of 
Medical Art, and the International Festival of Medical and 
Scientific Films will take place from May 29 to June 6 at the 
Palazzo delle Esposizioni al Valentino, Italy. At the convention 
of the World Medical Press, May 30, during the International 
Meetings of Medicine and Surgery, five prizes of 100,000 
Italian lire each will be given to the best original works pub- 
lished during 1952 and 1953 in one of five Italian publications 
of medicine and surgery. 


Postgraduate Medical Education.—The German Congress for 
Postgraduate Medical Education will be held, June 9-13, in 
Berlin. On successive days, presentations will be made on dis- 
eases of the respiratory organs, rheumatism, surgery, dietetics, 
and gynecology. Simultaneously there will be a meeting of the 
Dermatologic Society of Northwestern Germany and of Berlin 
and a postgraduate course of the German Roentgenologic 
Society. Talks and demonstrations in Berlin clinics and hospitals 
will complement the main program. Inquiries and applications 
should be sent to: Biiro der Kongressgesellschaft fiir arztliche 
Fortbildung e.V., Berlin-Steglitz, Germany, Klingsorstrasse 29. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St.. Chicago 10, Secretary. 


1954 Annual Meeting, San Francisco, June 21-25. 

1954 Clinical Meeting, Miami, Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 

1956 Annual Meeting, Chicago, June 11-15. 


AMERICAN ACADEMY OF TUBERCULOSIS PuysiciaANs, San Francisco, June 19. 
Dr. Oscar S. Levin, P. O. Box 7011, Denver 6, Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Shawnee Inn, 
Shawnee-on-Delaware, Pa., May 26-28. Dr. John Taylor, 2 East 54th St., 
New York 22, Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Hotel Statler, Boston, 
May 25-26. Dr. J. Johnson Putney, 255 South 17th St., Philadelphia 3, 
Secretary. 

AMERICAN COLLEGE OF CarDIOLOGy, Conrad Hilton Hotel, Chicago, May 
27-29. Dr. Philip Reichert, 140 West 57th St., New York 19, Secretary. 

AMERICAN COLLEGE OF CHEST PHYSICIANS, Fairmont Hotel, San Francisco, 
June 17-20. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Executive Director. 

AMERICAN DIABETES ASSOCIATION, Fairmont Hotel, San Francisco, June 
19-20. Dr. John A. Reed, 1 East 45th St., New York 17, Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Hotel Claridge, Atlantic 
City, N. J., June 11-13. Dr. W. T. Liberson, Veterans Administration 
Hospital, Northampton, Mass., Secretary. 

AMERICAN GASTRO-ENTEROLOGICAL AssociaTION, San Francisco, June 18-19. 
Dr. H. Marvin Pollard, University Hospital, Ann Arbor, Mich., 
Secretary. 

AMERICAN GastTrRoscoPic Society, Mark Hopkins Hotel, San Francisco, 
June 20. Dr. John Tilden Howard, 12 East Eager St., Baltimore 2, 
Secretary. 

AMERICAN GERIATRICS Society, Hotel Fairmont, San Francisco, June 17-19, 
Dr. Malford W. Thewlis, 25 Mechanic St., Wakefield, R. I., Secretary. 
AMERICAN LARYNGOLOGICAL ASSOCIATION, Hotel Statier, Boston, May 27-28. 
Dr. Harry P. Schenck, 326 South 19th St., Philadelphia 3, Secretary. 
AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL Socrety, Hotel 
Statler, Boston, May 25-27. Dr. C. Stewart Nash, 277 Alexander St., 

Rochester 7, N. Y., Secretary. 

AMERICAN MEDICAL WOMEN’S ASSOCIATION, St. Francis Hotel, San Fran- 
cisco, June 18-20. Dr. Charna G. Perry, 691 Bridgeway Bivd., Sausalito, 
Calif., Secretary. 

AMERICAN NEUROLOGICAL ASSOCIATION, Hotel Claridge, Atlantic City, 
N. J., June 14-16. Dr. H. Houston Merritt, 710 West 168th St., New 
York 32, Secretary. 

AMERICAN OPHTHALMOLOGICAL SociETy, Many Glacier Hotel, Glacier Park, 
Mont., June 16-18. Dr. Maynard C. Wheeler, 30 West 59th St., New 
York 19, Secretary. ; 

AMERICAN ORTHOPEDIC ASSOCIATION, Mount Washington Hotel, Bretton 
Woods, N. H., June 6-9. Dr. George C. Eaton, 4 East Madison St., 
Baltimore 2, Secretary. 

AMERICAN OTOLOGICAL Society, Hotel Statler, Boston, May 23-24. Dr. 
John R, Lindsay, 150 East 59th St., Chicago 37, Secretary. 

AMERICAN ProctoLocic Society, Hotel Statler, Los Angeles, June 2-5. 
Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y., Secretary. 
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AMERICAN RHEUMATISM ASSOCIATION, St. Francis Hotel, San Francisco, 
June 18-19. Dr. William H. Kammerer, 33 East 61st Street, New York 
21, Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF STERILITY, St. Francis Hotel, San 
Francisco, June 18-20. Dr. Herbert H. Thomas, 920 South 19th &t., 
Birmingham, Ala., Secretary. 

AMERICAN UROLOGICAL ASSOCIATION, The Waldorf-Astoria, May 31-June 3. 
Dr. Charles deT. Shivers, 121 South Illinois Ave., Atlantic City, N. J., 
Secretary. 

CONFERENCE OF PRESIDENTS AND OTHER OFFICERS OF STATE MEDICAL 
ASSOCIATIONS, The Palace, San Francisco, June 20. Mr. Theodore 
Wiprud, 1718 M St. N.W., Washington 6, D. C., Secretary. 

IDAHO S7ATE MEDICAL AssociaTION, Sun Valley, June 13-16. Dr. Robert 
S. McKean, 364 Sonna Bldg., Boise, Secretary. 

Maine Mepicat ASSOCIATION, The Samoset, Rockland, June 13-15. Mr. 
W. Mayo Payson, 142 High St., Portland 3, Executive Secretary. 

MEDICAL LiprRARY ASSOCIATION, Statler Hotel, Washington, D. C., June 
15-18. Miss Audrey L. Kargus, St. Louis Medical Society, 3839 Lindell 
Blvd., St. Louis 8, Secretary. 

MEDICAL SURGICAL CONFERENCE, Meadow Lark Country Club, Great Falls, 
Mont., June 14-15. Dr. John A. Layne, Box 911, Great Falls, Mont., 
Chairman. 

MINNESOTA STATE MEDICAL AssociaTION, Hotel Duluth, Duluth, June 7-9. 
Dr. B. B. Souster, 496 Lowry Medical Arts Bldg., St. Paul 2, Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

NORTHERN CALIFORNIA AND NEVADA, San Francisco, June 16. Dr. Stacy 
R. Mettier, University of California Hospital, San Francisco 22, 
Governor. 

Society OF BIOLOGICAL PsycHIATRy, Claridge Hotel, Atlantic City, N. J., 
June 13. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 5, 
Secretary. 

Society FOR INVESTIGATIVE DERMATOLOGY, Clift Hotel, San Francisco, 
june 19-20. Dr. Herman Beerman, 255 South 17th St., Philadelphia 3, 
Secretary. 

Socrety FOR VASCULAR SURGERY, Mark Hopkins Hotel, San Francisco, 
June 20. Dr. George D. Lilly, 333 Ingraham Blidg., Miami 32, Fia., 
Secretary. 

THe ENpocrine Society, Sir Francis Drake Hotel, San Francisco, June 
17-19. Dr. Henry H. Turner, 1200 North Walker St., Oklahoma City 
3, Secretary. 

UTAH STATE MEDICAL ASSOCIATION, Ogden, May 26-28. Dr. Homer E, 
Smith, 42 S. Fifth East St., Salt Lake City 2, Secretary. 

WYOMING STATE MEDICAL Society, Kalif Temple, Sheridan, June 7-9. Dr. 
Royce D. Tebbet, Box 1252, Cheyenne, Secretary. 


FOREIGN AND INTERNATIONAL 

British MeEpDiIcAL AssociaTion, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 244 St. George St., Toronto 5. Ontario, Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
ness, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE BRONCHI, 
Geneva, Switzerland, June 5-6, 1954. Professor A. Montandon, Clinique 
Universitarie d O.R.L., Hopital Cantonal, Geneva, Switzerland, Chair- 
man. 

CONGRESS OF INTERNATIONAL SOCIETY OF MEDICAL HYDROLOGY, Vichy and 
Paris, France, Sept. 26, 1954. For information write: Dr. Giulio Ammi- 
randoli, Via Della Torretta 11, Montecatini Terme, Italy. 

EUROPEAN SOCIETY OF CARDIOVASCULAR SURGERY, Edinburgh, Scotland, 
July 9-10, 1954. For information address: Mr. A. J. Slessor, Department 
of Surgery, University New Building, Edinburgh 8, Scotland. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary General. 

INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Lll., U. S. A.., 
Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH Society, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954. For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S.W., Rochester, Minn., U. S. A. 

INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954. 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Mo., U. S. A., Chairman, 
Committee on Arrangements. 
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INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954 Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS ON GYNECOLOGY AND OssTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité H6pital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OP THE History OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HyDATID Disease, Madrid, Spain, Oct. 5-8, 
1954. Dr. Jesus Calvo Melendro, Hospital Provincial, Sorea, Spain, 
Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MepDIcINE, Narles, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
tral Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNAIIONAL CONGRESS OF INTERNAL MeEDiIcINeE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Torento, Ontario, Canada. 

INTERNATIONAL CONGRESS OF NuTRITION, Amsterdam, Netherlands, Sept. 
13-17, 1954. Dr. M van Eekelen, Centraal Instituut voor Voed ngsonder- 
zoek T.N.O., 61 Catharynesingel, Utrecht, Netherlands, General Secretary. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McG. ll Univers. ty, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Bened ct, 100 F.rst Avenue Building, Rochester, Minn., U. S. A.,, 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHUPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzeriand, Aug 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
N. 2. GH & 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL GERONTOLOGICAL ConGcress, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL INSTITUTE ON CHILD PsycHIATRY, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psych atry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Otficer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, University of Rome, Orthopedic 
Clinic, Rome, Italy, Sept. 6-10, 1954. Mr. Stanley E. Henwood, 120 
Broadway, New York 5, N. Y., U. S. A., Executive Secretary. 

INTERNATIONAL SOCIETY OF ANGIOLOGY, North American Chapter, Hotel 
Mark Hopk:ns, San Franc.sco, Cal.f., U. S. A., June 19, 1954. Dr. 
Henry Haimovici, 105 East 90th St., New York, N. Y., U. S. A,, 
Sccretary. 

INTERNATIONAL SOCIETY OF BLOOD TraNsFusion, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BioLocy, Leiden, Netherlands, Sept. 1-7, 
1954. Professcr Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basel, Switzerland, Secretary-General. 

IrIsH MepDIcAL AssociaTion, Killarney, Ireland, July 7-10, 1954. Dr. P. J. 
Delaney, 10, Fitzwilliam Place, Dublin, Ireland, Med:cal Secretary. 

JAPAN MEDICAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary General. 

Latin AMERICAN CONGRESS ON GYNECOLOGY AND OssTETRICS, Sao Paulo, 
Brazil, July 10-15, 1954. Prof. Dr. Jairo Ramos, av. Brigaderio Luiz 
Antonio, 278-8° andar, Sao Paulo, Brazil, Chairman of Organizing 
Committee of Medical Congresses. 


LATIN AMERICAN CONGRESS ON MENTAL HEALTH, Sao Paulo, Brazil, July 
17-22. For information address: Professor A. C. Pacheco e S.lva, 
Avenida Brigadeiro Luiz Anton:o 651, Sao Paulo, Brazil. 

MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda, 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24, N. Y., U. S. A., President. 

PAN AMERICAN CONGRESS OF PeD1ATRICS, Sao Paulo, Brazil, Aug. 1-7, 1954. 
For information address: Dr. Jairo Ramos, Avenida Brigaderio Luiz 
Antonio 278-8° andar, Sao Paulo, Brazil. 


J.A.M.A., May 22, 1954 


Pan AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954. For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY (Interim), Sao Paulo, Brazil, 
June 17-21, 1954. Dr. Moacyr E. Alvaro, Consolacao 1151, Sao Paulo, 
Brazil, President. 

PaN AMERICAN HOMFOPATHIC MEDICAL CONGRESS, Hotel Gloria, Rio de 
Janeiro, Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 

Pan-PaciFic SurGcicaL ConGress, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, Director 
General. 

SOUTH AMERICAN CONGRESS OP ANGIOLOGY, Sao Paulo, Brazil, July 1954. 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

Wor_D COonGREss oF CarpDioLoGy, Washington, D. C., U. S. A., Sept. 
12-18, 1954. Dr. L. W. Gorham, 44 East 23d St., New York 10, N. Y., 
U. S. A., Secretary-General. 

WorRLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CrippLes, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Muss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

WoRLD FEDERATION OP OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954. 

Wor.p MeEpDicaL AssociaTION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St.. New York 17, N. Y., U. S. A, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various Centers, July 16. 
F.nal date for filing applications was Jan 16. Sec., Dr. Curtiss B. H:ckox, 
80 Seymour St., Hartford 15. 

AMERICAN BoarRD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Var'ous 
centers, Sept. 2. Oral. Ann Arbor, Oct. 15-18. To be el g ble cand-dates 
must have completed thirty-s.x months of traning by October 1. Final 
date for filing application was May 1. Exec. Sec., Miss Janet Newkirk, 
129 E. 52nd St., New York 22. 

AMERICAN BoarD OF INTERNAL MEDICINE: Oral. Los Angeles, June 15-17 
(candidates west of the Rocky Mountains and west coast). The closing 
date for acceptance of applications for Los Angeles was Feb. 1. New 
York, Sept. 22-24 (candidates on the east coast). The closing date for 
acceptance of applications was April 1. Written. Oct. 18. Final date 
for acceptance of applications will be May 1. Subspecialties. Gastro- 
entero!ogy. San Francisco, June 16. Allergy. New York, Sept. 23 and 
Pulmonary Disease. New York, Sept. 24. Closing date for acceptance of 
applications was May 10. Exec. Sec.-Treas., Dr. William A. Werrell, One 
West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Oral. Chicago, May or 
June. Final date for filng applicaton was Jan. 15. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshigaway, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Deadline for receipt 
of applications is October 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954. San 
Francisco, June 25-29; New York C:ty, Dec. 5-9. F.nal date for filing 
applications was July 1, 1953. Written, 1955. Various cities, Jan. 24-25. 
Final date for filng appl.caton is July 1, 1954. Practical examinations, 
1955. Ph ladelphia, June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B. 
Dunphy, 56 Iv.e Road, Cape Cottage, Maine. 

AMERICAN BOARD OF OrTHOPAEDIC SuRGERY: Final date for filing appli- 
cations for Part Il is Aug. 15. Sec., Dr. Harold A. Sofield, 122 South 
Michigan Ave., Chicago 3, Ill. 

AMERICAN BoaRD OF PaTHOLOGy: San Francisco, June 17-19. Sec., Dr. 
W.lliam B. Wartman, 303 E. Chicago Ave., Chicago 11. 

AMERICAN BOARD OF PrpiaTRics: Oral. San Francisco, June 25-27; Chicago, 
Oct. 8-10 and New Haven, December. Ex. Sec., Dr. John McK. Mitchell, 
6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION, Oral and 
Written. Washington, D. C., Sept. 5-6. Final date. for filing applications 
was March 31. Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago. 

AMERICAN BOARD OF Ptastic SuRrGERY: Final date for receipt of case 
reports for the fall 1954 examination is June 1, 1954. Corres. Sec., Mrs. 
Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MepiciNe: Parts 1 and 2. Buffalo, Oct. 
9-11. Final date for filing applications is July 15. Sec., Dr. Ernest L. 
Stebbins, 615 N. Wolfe St., Baltimore. 

AMERICAN BoarD OF PsyYCHIATRY AND Neurotocy: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Franc:sco, M.d-October, 
1955; New York City, December, 1955. Sec., Dr Dav.d A. Boyd, 102- 
110 Second Ave. S.W., Rochester, M:nnesota. 

AMERICAN BOARD OF RADIOLOGY: Oral. Washington, D. C., September. 
Final date for filing application for the September examination was May 
1. Sec., Dr. B. R. Kirklin, 102-110 Second Ave. S.W., Rochester, Minn. 
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DEATHS 


Gwathmey, Lomax ® Virginia Beach, Va.; born in Norfolk, Va., 
Nov. 5, 1869; University of Virginia Department of Medicine, 
Charlottesville, 1889; College of Physicians and Surgeons, 
medical department of Columbia College, New York, 1890; 
specialist certified by the American Board of Surgery; member 
of the Southern Surgical Association, of which he was past vice- 
president, and the Southeastern Surgical Congress; fellow of the 
American College of Surgeons; served overseas during World 
War I; at one time associated with the U. S. Public Health 
Service; past president of the Norfolk County Medical Society, 
Seaboard Medical Association, and the Medical Society of 
Virginia; consulting surgeon, Norfolk General and U. S. Marine 
hospitals, Norfolk, and Maryview Hospital, Portsmouth; died 
March 22, aged 84. 


Lubin, Samuel @ Brooklyn; born in Pine Brook, N. J., Oct. 6, 
1900; Long Island College Hospital, Brooklyn, 1923; clinical 
associate professor of obstetrics and gynecology at State Univer- 
sity of New York College of Medicine at New York City; past 
president of the Kings County Medical Society and the Brooklyn 
Gynecological Society; specialist certified by the American 
Board of Obstetrics and Gynecology; fellow of the American 
College of Surgeons; affiliated with Jewish Sanitarium and 
Hospital for Chronic Diseases, Swedish, St. John’s Episcopal, 
Cumberland, Ocean Hill Memorial, and Prospect Heights 
hospitals; died April 3, aged 53, of cerebral hemorrhage and 
hypertension. 


Fittipoldi, William Victor ® Philadelphia; born in Philadelphia 
April 26, 1919; University of Pennsylvania School of Medicine, 
Philadelphia, 1944; specialist certified by the American Board 
of Psychiatry and Neurology; member of the American Psychi- 
atric Association, Philadelphia Psychoanalytic Association, and 
the Philadelphia Psychiatric Society; instructor in psychiatry at 
his alma mater; captain in the Medical Corps of the U. S. Army 
during World War II; associated with the Institute of the Penn- 
sylvania Hospital and the Hospital of the University of Pennsyl- 
vania; consultant psychiatrist to the Philadelphia Police and 
Fireman’s Clinic; died in the Abington (Pa.) Memorial Hospital 
March 24, aged 34, of virus pneumonitis. 


Price, Thomas Iliff, Asbury Park, N. J.; born in 1885; University 
and Bellevue Hospital Medical College, New York, 1909; served 
during World War I; medical superintendent, Greenpoint Hos- 
pital in Brooklyn, 1918-1919; in 1920 medical superintendent of 
Central Neurological Hospital New York City; in 1922 medical 
superintendent of the New York Cancer Institute, Blackwell’s 
Island, N. Y.; medical superintendent, City Hospital, Welfare 
Island, N. Y., from 1938 to 1944; general medical superin- 
tendent, department of hospitals, City of New York, from 
Feb. 1, 1944, to March 1, 1948; died March 5, 1953, aged 70, 
of coronary thrombosis and arteriosclerosis. 


Chickering, Henry Thorndyke ® New York City; born in Lowell, 
Mass., in 1885; Harvard Medical School, Boston, 1911; spe- 
cialist certified by the American Board of Internal Medicine; 
member of the American Society for Clinical Investigation; 
fellow of the American College of Physicians; served during 
World War I; at one time on the faculty of Columbia University 
College of Physicians and Surgeons; affiliated with Presbyterian 
Hospital; consultant on the staff of the Lawrence Hospital in 
Bronxville and Mount Vernon (N. Y.) Hospital; died March 14, 
aged 68, of coronary thrombosis. 


McCorkle, Robert George ® San Antonio, Texas; Baylor Univer- 
sity College of Medicine, Dallas, 1916; specialist certified by 
the American Board of Internal Medicine; served as president 
of the American Academy of Tuberculosis Physicians; member 
of the American College of Chest Physicians and the American 
Trudeau Society; life member of the American College of Physi- 
cians; affiliated with Robert B. Green Memorial Hospital, Santa 





€@ Indicates Member of the American Medical Association. 


Rosa Hospital, Baptist Memorial Hospital, and the Nix Me- 
morial Hospital, where he died March 20, aged 62, of coronary 
thrombosis. 


Balliet, John Sidney, Milton, Pa.; Ohio State University College 
of Medicine, Columbus, 1925; died Jan. 15, aged 62, of heart 
failure. 


Barker, Herbert Luther ® Chatham, N. Y.; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1893; 
served as consultant at the St. John’s Long Island City Hos- 
pital, Long Island City; died March 24, aged 87, of cerebral 
hemorrhage. 


Barnes, Edgar Cole ® Ripon, Wis.; Rush Medical College, Chi- 
cago, 1888; veteran of the Spanish-American War and World 
War I; for many years served with the Wisconsin National 
Guard; for 30 years physician for the Ripon College; died Feb. 
10, aged 88, of arteriosclerotic heart disease. 


Boring, Clarence William, Port Arthur, Texas; Louisville (Ky.) 
Medical College, 1904; chief medical examiner for St. Martin 
Parish, La., draft board during World War I, and for Jefferson 
County during World War II; served as mayor and health officer 
of Breaux Bridge, La.; formerly coroner and health officer of 
St. Martin Parish, La.; an honorary member of St. Mary’s 
Hospital staff; died Jan. 5, aged 71, of hypertension and coronary 
thrombosis. 


Bragonier, Richard Keene © Keystone, W. Va.; University of 
Virginia Department of Medicine, Charlottesville, 1900; for- 
merly member of the McDowell County Court; served during 
World War I; died March 18, aged 76, of injuries received when 
the automobile in which he was driving was struck by a train. 


Branon, A Brocks, Baltimore; University of Pittsburgh School 
of Medicine, 1934; died in Atlantic City, N. J., Feb. 28, aged 43, 
of acute coronary occlusion. 


Breitling, Joseph Cushman @ Lieutenant Colonel, U. S. Army, 
retired, Newbury, Vt.; Medical School of Maine, Portland, 
1897; served during World War I; entered the medical corps of 
the U. S. Army on July 1, 1920, as a major; retired Dec. 31, 
1938; at one time professor of medicine, military science and 
tactics at Boston University School of Medicine; died Feb. 6, 
aged 79, of coronary embolus. 


Brewer, Edward F, © Augusta, Ark.; Memphis (Tenn.) Hospital 
Medical College, 1903; an Associate Fellow of the American 
Medical Association; for many years county health officer; died 
Feb. 26, aged 86, of pneumonia and arteriosclerotic nephrosis. 


Broder, Nathan Elias, New York City; New York Homeopathic 
Medical College and Hospital in New York, 1902; specialist 
certified by the American Board of Obstetrics and Gynecology; 
served on the staffs of the Beth Israel and Mount Sinai hospitals; 
died March 9, aged 75, of cancer. 


Carmichael, Clyde Stanley @ Seelyville, Ind.; Medical College 
of Indiana, Indianapolis, 1905; past president of the Vigo County 
Medical Society and the Fifth District Medical Society; served 
during World War I; past president of the staff of Union Hos- 
pital, Terre Haute, where he died March 6, aged 77. 


Clagett, Oscar F. © Rifle, Colo.; University Medical College of 
Kansas City, Mo., 1903; died in Rochester, Minn., Feb. 27, aged 
73, of congestive heart failure and hypertension. 


Clarke, George Edward, Noblesville, Ind.; University of Illinois 
College of Medicine, Chicago, 1920; formerly practiced in Cin- 
cinnati, where he was on the faculty of the University of Cincin- 
nati College of Medicine; served during World Wars I and II; 
died Dec. 10, aged 59, of cancer. 


Collins, Enoch LaFayette ® Panama, Okla.; Chattanooga 
(Tenn.) Medical College, 1894; for many years treasurer of the 
school board; for 14 years president of the Central National 
Bark; died in Poteau March 1, aged 80, of cerebral hemorrhage. 
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Cox, Elwood Hunter ® Mount Pulaski, Ill.; University of 
Illinois College of Medicine, Chicago, 1932; served during 
World War II; affiliated with Evangelical Deaconess and St. 
Clara’s hospitals in Lincoln; died in Decatur and Macon County 
Hospital in Decatur Feb. 26, aged 45, of cerebral hemorrhage 
and hypertension. 


Crowley, Thomas Francis ® North Adams, Mass.; Harvard 
Medical School, Boston, 1909; member and past president of 
the staff of the North Adams Hospital; died in Williamstown, 
Mass., March 5, aged 71, of arteriosclerotic heart disease. 


Davis, Edward Francis, Sulphur, Okla.; Miami Medical College, 
Cincinnati, 1902; formerly on the faculty of the University of 
Oklahoma Schooi of Medicine in Oklahoma City; served during 
World War I; died in the Veterans Hospital March 15, aged 73. 


Durham, Joel Pinkney, Pineville, La.; Memphis (Tenn.) Hospital 
Medical College, 1906; died Dec. 9, aged 77, of coronary 
thrombosis. 


Elmer, Macomb Kean, Atlantic City, N. J.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1898; medical 
officer during World War I; died in Wayne, Pa., March 10, 
aged 80. 


Forster, William Andrew ® Pittsburgh; University of Louisville 
(Ky.) Medical Department, 1913; died in the Allegheny General 
Hospital Feb. 5, aged 65, of cerebral embolism and rheumatic 
heart disease. 


Frankel, Harold ® Philadelphia; University of Pennsylvania 
School of Medicine, Philadelphia, 1938; associate in pediatrics 
at the Einstein Medical Center, Northern Division; died March 
14, aged 40. 


Froats, Esley Robert, Yonkers, N. Y.; Queen’s University 
Faculty of Medicine, Kingston, Ontario, Canada, 1924; past 
president of the Yonkers Academy of Medicine; affiliated with 
Yonkers General Hospital, St. Joseph’s Hospital, St. John’s 
Hospital, and the Yonkers Professional Hospital, where he was 
secretary of the medical board and where he died March 23, 
aged 51, of adenocarcinoma of the head of the pancreas. 


Grannis, Irving Van Vliet ® Menomonie, Wis.; Harvard Medical 
School, Boston, 1914; served during World War I; died Dec. 26, 
aged 71, of complications, diabetes mellitus, and as the result 
of a fall in January, 1953. 


Greenfeld, Carl ® New York City; Medizinische Fakultat der 
Universitat, Vienna, Austria, 1934; served during World War II; 
on the orthopedic staff of the Beth Israel Hospital, where he died 
Feb. 16, aged 45, of heart disease. 


Grim, George Edward ® Kirksville, Mo.; Washington Univer- 
sity School of Medicine, St. Louis, 1933; served as medical 
superintendent of the Grim-Smith Memorial Hospital; died in 
Lincoln County Hospital in Troy March 2, aged 45, of injuries 
received in an automobile accident. 


_ Hamnett, Harold, Ohio, Ill.; College of Physicians and Surgeons 
of Chicago, School of Medicine of the University of Illinois, 
1911; formerly a medical missionary in China; died March 21, 
aged 78, of teratoma of the cervical spine. 


Hartwell, Ivan Goodrich © Sandwich, Mass.; College of Physi- 
cians and Surgeons, Boston, 1939; served during World War II; 
died in Cape Cod Hospital, Hyannis, March 9, aged 45, of 
fracture of the skull due to an automobile accident. 


Jackson, Jacob Marcus ® Port Arthur, Texas; University of 
Tennessee College of Medicine, Memphis, 1917; died in St. 
Mary’s Hospital Dec. 17, aged 62, of diabetes mellitus and 
hypertensive heart disease. 


Johnson, Paul Bowen Alden, Washington, D. C.; Georgetown 
University School of Medicine, Washington, D. C., 1905; for- 
merly professor of anatomy at his alma mater; served during 
World War I; died in the Central Dispensary and Emergency 
Hospital Jan. 16, aged 75, of diabetes mellitus, arteriosclerosis, 
hypertension, and fracture of the hip. 


Keiser, Elmer Edgar @ Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1889; for many 
years affiliated with Frankford Hospital; died March 28, aged 91. 
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Kinsey, Russell Edward, Dry Ridge, Ky.; University of Cincin- 
nati College of Medicine, 1932; past president of the Grant 
County Medical Society; served during World War II; interned 
at Christ Hospital in Cincinnati, where he was resident physician 
at the Children’s Hospital; died March 11, aged 49, of coronary 
thrombosis. 


Lalonde, Alphonse Joseph ® St. Petersburg, Fla.; School of 
Medicine and Surgery of Montreal, Faculty of Medicine of the 
University of Laval at Montreal, Canada, 1898; member of 
the Rhode Island Medical Society; died Feb. 12, aged 82, of 
arteriosclerotic cardiovascular disease. 


Lansden, John B. © Granite, Okla.; University of the South 
Medical Department, Sewanee, Tenn., 1900; past president of 
the Greer County Medical Society; died March 5, aged 77, of 
cerebral hemorrhage. 


Latiolais, Thomas, Kaplan, La.; Tulane University of Louisiana 
School of Medicine, New Orleans, 1915; died in New Orleans 
Dec. 3, 1953, aged 64, of carcinoma of the rectum. 


Li, Khai Fai, Honolulu, Hawaii; Canton University Medical 
Department, China, 1896; died in Queen’s Hospital March 9, 
aged 79, of cerebral hemorrhage. 


Lindsay, George Gunn, Scranton, Pa.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1902; for many 
years medical director of the Scranton Life Insurance Company; 
died March 5, aged 76, of cardiac thrombosis. 


Little, Jesse Edward ® Fort Smith, Ark.; University of Nashville 
Medical Department, 1901; for many ‘years resident physician 
at Wildcat Mountain Sanatorium; died in Van Buren March 16, 
aged 73, of osteomyelitis of the hip. 


Lorch, George John, Mundelein, Ill.; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1901; also a graduate in pharmacy; for many years on 
the faculty of his alma mater; on the staffs of the University 
Hospital and the Lutheran Deaconess Hospital in Chicago, where 
he died April 2, aged 79, of chronic glomerular nephritis and 
arteriosclerosis. 


Mabee, James Irving © Colonel, U. S. Army, retired, Pacific 
Grove, Calif.; Starling Medical College, Columbus, 1894; en- 
tered the regular army June 8, 1903; promoted to lieutenant 
colonel May 15, 1917; retired Oct. 4, 1922; promoted to colonel 
June 21, 1930; died Jan. 17, aged 83, of arteriosclerosis and 
hypertension. 


Marsh, William Alfred ® Mount Pleasant, Pa.; Jefferson Medical 
College of Philadelphia, 1894; served on the staff of the Henry 
Clay Frick Memorial Hospital, where he was a member of the 
board of directors, and president; died Jan. 30, aged 81, of 
bronchiectasis, pulmonary fibrosis, rheumatoid arthritis, and 
arteriosclerosis. 


Maxwell, Charles Edward ® Schenectady, N. Y.; Albany (N. Y.) 
Medical College, 1911; served during World War I; lieutenant 
colonel, medical reserve corps of the U. S. Army; since 1926 
health officer for Schenectady parochial schools; on the staff 
of the Schenectady City Hospital; died March 2, aged 68, of 
cancer. 


Meloy, Earl Stewart ® Highland, Ill.; Chicago College of Medi- 
cine and Surgery, 1913; served during World War I; for many 
years secretary of the board of trustees of the Madison County 
Tuberculosis Sanatorium, Edwardsville; affiliated with St. 
Joseph’s Hospital; died March 5, aged 64, of coronary throm- 
bosis. 

Morgan, Edward Alexander © Louisville, Ky.; University of 
Oklahoma School of Medicine, Oklahoma City, 1917; affiliated 
with the Veterans Administration; died in the Kentucky Baptist 
Hospital Feb. 26, aged 71, of coronary thrombosis with cerebral 
emboli. 


Myers, Milfert Weaver ® Warren, Ohio; University of Maryland 
School of Medicine, Baltimore, 1915; served overseas during 
World War I; affiliated with Trumbull Memorial and St. Joseph's 
Riverside hospitals; died in St. Petersburg, Fla., March 11, aged 
63, of cerebral hemorrhage. 
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Norriss, Harry Charles, Glen Mills, Pa.; Bennett Medical Col- 
lege, Chicago, 1897; died in West Chester Feb. 20, aged 82, of 
heart failure. 


Peterson, Charles August ® Hoboken, N. J.; New York Home- 
opathic Medical College and Hospital, New York, 1897; died 
in the North Hudson Hospital, Weehawken Feb. 18, aged 81, 
of heart disease. 


Popejoy, H. R. © California, Mo.; Missouri Medical College, 
St. Louis, 1891; affiliated with Latham Sanitarium; died Feb. 12, 
aged 99, of cerebral hemorrhage. 


Poulin, William John, Ridgefield Park, N. J.; Fordham Univer- 
sity School of Medicine, New York, 1912; died in the Jersey 
City Medical Center March 4, aged 69, of carcinoma of the 
thyroid. 

Ramsdell, Marshall Albert ® San Antonio, Texas; University 
of Texas School of Medicine, Galveston, 1916; served during 
World War I; died in the Nix Memorial Hospital Feb. 22, aged 
66, of acute leukemia. 


Reed, Carl Henry @ Carrollton, Mo.; Washington University 
School of Medicine, St. Louis, 1922; died in the Research 
Hospital, Kansas City, Feb. 17, aged 64, of pulmonary em- 
bolism. 


Repman, Harry Joseph ® Charleroi, Pa.; Jefferson Medical 
College of Philadelphia, 1900; past president of the Washington 
County Medical Society; served as a major with the American 
Expeditionary Forces, 322nd Field Artillery during World War 
I; on the staff of the Charleroi-Monessen Hospital; died March 
15, aged 83, of myocardial degeneration. 


Searle, Donald Roy ® Superior, Wis.; Milwaukee Medical 
College, 1908; served as a member and president of the state 
board of medical examiners and as city health commissioner; 
affiliated with St. Mary’s and St. Francis hospitals; died in Safety 
Harbor, Fla., Feb. 21, aged 68, of cancer of the prostate. 


Sharp, Harlow Brooks @ Fresno, Calif.; Rush Medical College, 
Chicago, 1937; served during World War II; affiliated with St. 
Agnes, Fresno Community, and Fresno General hospitals; died 
March 17, aged 44, of acute infarction of the myocardium. 


Shepperd, Robin Royal ® Bisbee, Ariz.; University of Texas 
Medical Branch, Galveston, 1942; member of the Medical 
Association of Texas and the American Academy of General 
Practice; died Feb. 10, aged 37, of bronchopneumonia. 


Sledge, Edward Simmons, Mobile, Ala.; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1909; once president of 
the Medical Association of the State of Alabama; past president 
of the Mobile County Medical Society; fellow of the American 
College of Physicians; formerly member of the state board of 
medical examiners; served during World War I; affiliated with 
Providence and City hospitals; died March 24, aged 65, of 
cerebral hemorrhage. 


Smith, Azalia, Omaha; John A. Creighton Medical College, 
Omaha, 1913; died Jan. 6, aged 78, of coronary artery disease 
with congestive heart failure. 


Smith, Byron Joseph © East Orange, N. J.; Chicago College of 
Medicine and Surgery, 1917; served during World War II; died 
in the Orange (N. J.) Memorial Hospital March 6, aged 66, of 
ruptured gallbladder and cirrhosis of the liver. 


Smith, Charles Spencer © Bozeman, Mont.; Rush Medical 
College, Chicago, 1884; Bellevue Hospital Medical College, 
New York, 1887; served as part-time health officer; died in the 
Deaconess Hospital Feb. 1, aged 93, of coronary insufficiency. 


Smrha, Vaclav Z. ® Milligan, Neb.; John A. Creighton Medical 
College, Omaha, 1905; president of the Farmers and Merchants 
Bank of Milligan; died Feb. 25, aged 75, of gastrointestinal 
hemorrhage. 


Snyder, Mathias Francis ® East Syracuse, N. Y.; Syracuse 
University College of Medicine, 1922; health officer of the town 
of DeWitt and the village of East Syracuse; served during 
World War I; school physician; died in St. Joseph’s Hospital in 
Syracuse March 4, aged 59, of dissecting aneurysm of the aorta. 
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Stuckey, Theodore Malcolm @ Bamberg, S. C.; Birmingham 
Medical College, 1911; on the staff of the Bamberg County 
Memorial Hospital, where he died March 12, aged 68, of 
coronary occlusion. 


Sutton, Mahlon Robert ® Aiden, Mich.; Michigan College of 
Medicine and Surgery, Detroit, 1903; member of the Industrial 
Medical Association; formerly chief surgeon for the Buick 
Motor Company in Flint; died in Bradenton, Fla., March 25, 
aged 73, of cerebral hemorrhage. 


Thomas, Elmer Merrili ® Aurora, Ill.; University of Illinois 
College of Medicine, Chicago, 1914; fellow of the American 
College of Surgeons; served overseas during World War I; 
affiliated with St. Joseph Mercy, Copley Memorial, and St. 
Charles hospitals; died March 23, aged 68, of coronary oc- 
clusion. 


Tietz, Frederick P. ® Kew Gardens, N. Y.; Christian-Albrechts- 
Universitat Medizinische Fakultaét, Kiel, Germany, 1911; died 
in the Montefiore Hospital, New York, Feb. 15, aged 65, of 
diabetes mellitus, arteriosclerotic heart disease, and lobar 
pneumonia. 


Tower, Elmer Madison © Ogunquit, Maine; Medical School of 
Maine, Portland, 1919; served during World War II; affiliated 
with York Hospital in York Village; died Feb. 11, aged 57, 
of coronary occlusion. 


Towne, John Gerald ® Waterville, Maine; Baltimore University 
School of Medicine, 1900; fellow of the International College 
of Surgeons; in 1947 resigned as chairman of the Maine Board 
of Registration of Medicine after 18 years’ service; died Jan. 22, 
aged 76. 


Van Buskirk, Lear Henry © Columbus, Ohio; Ohio State Univer- 
sity College of Medicine, Columbus, 1922; clinical professor of 
medicine at his alma mater; affiliated with Ohio State University 
Health Center and St. Francis Hospital; died March 31, aged 67, 
of cerebral hemorrhage. 


Victor, Karl Norvin ® Louisville, Ky.; University of Louisville 
School of Medicine, 1924; member of the American Academy 
of Ophthalmology and Otolaryngology; served during World 
War I; associate in otorhinolaryngology at his alma mater; 
affiliated with SS. Mary and Elizabeth Hospital, St. Anthony’s 
Hospital, St. Joseph Infirmary, Red Cross Hospital, Kentucky 
Baptist Hospital, Norton Memorial Infirmary, and the Jewish 
Hospital, where he died March 9, aged 54, of dissecting 
aneurysm of the thoracic aorta. 


Walsh, Gerald Joseph © Miami, Fla.; McGill University Faculty 
of Medicine, Montreal, Canada, 1937; member of the Industrial 
Medical Association; died Feb. 7, aged 47, of pulmonary tuber- 
culosis. 


Washburn, Ira Miller ® Rensselaer, Ind.; Rush Medical College, 
Chicago, 1900; fellow of the American College of Surgeons; 
died in Indianapolis April 6, aged 79, of chronic arthritis and 
multiple fractured ribs as the result of a fall. 


Weirich, Colin Reid, Little Chute, Wis.; Baltimore Medical 
College, 1901; served during World War I; formerly associated 
with the Indian Service; died in Jensen Beach, Fla., March 12, 
aged 77, of congestive cardiac failure. 


White, Earl C., West Brooklyn, IIL; Keokuk (Iowa) Medical 
College, 1894; formerly on the staff of the Dixon (Ill.) State 
Hospital; died March 21, aged 83, of meningitis. 


DIED WHILE IN MILITARY SERVICE 





Yockey, James Clinton, Denver; University of Colorado 
School of Medicine, Denver, 1947; interned at the Colo- 
rado General Hospital; served a residency at the Triboro 
Hospital in Jamaica, N. Y., St. Vincent’s Hospital in 
Erie, Pa., and St. John’s Long Island City Hospital in 
Long Island City, N. Y.; entered the Medical Corps of 
the U. S. Army Reserve in July, 1952, as a first lieutenant; 
died suddenly in Korea Aug. 7, 1953, aged 30. 
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GOVERNMENT SERVICES 


AIR FORCE 


Graduates of School of Aviation Medicine.—A class of 35 
medical officers graduated at the School of Aviation Medicine 
at Randolph Air Force Base, Randolph Field, Texas, on April 
29. Among the surgeons completing the primary course in aero- 
medical procedures is Col. Duk Seung Chang, Surgeon General 
of the Republic of Korea Air Force. Although officers of 38 
foreign countries have taken the course in recent years, Colonel 
Chang is the first to enroll after his appointment as Surgeon 
General. Also in the class were three U. S. Air Force colonels: 
Lee F. Ferrell of Albuquerque, N. Mex., Jesse R. Grace of 
Russellville, Ark., and Emmet D. Wall, an Air National Guard 
officer from St. Louis, Mo., on active duty for the course. 
Colonel Wall, an internist, teaches medicine at the University 
of St. Louis. Capt. Rufus H. Dildy of Little Rock, Ark., is a 
former assistant professor of clinical medicine at the University 
of Arkansas. Lieut. John E. Stephens of Columbus, Ohio, has 
taught anatomy at Otterbein College and at Ohio State Univer- 
sity. Capt. Frederic R. Simmons of Albany, Ga., was a wartime 
bombardier in the European theater who studied medicine after 
the war at the University of Maryland. He holds the Air Medal 
with cluster and the Purple Heart. 

In the class were four medical officers of other air forces. 
Lieut. Col. Won Chuel Kay and Capt. Jang Kyu Lee also are 
ROK surgeons. Capt.. Wilhelmus M. van Gaasbeek of the 
Netherlands has taken primary flight training as part of his 
schooling in the medical problems of flyers, although he is not 
a rated pilot. Capt. Galo V. Abarca of Ecuador has taught 
bacteriology at the University of Quito. He is head of the chemi- 
cal laboratory at the Military Hospital in Quito. 


ARMY 


Organization Day Ceremonies at Fort Sam Houston.—On 
April 30, the Brooke Army Hospital at Fort Sam Houston, 
Texas, celebrated its 73rd anniversary in organization day cere- 
monies, which marked the establishment of the first station 
hospital at Fort Sam Houston and also the beginning of con- 
struction of the main building of Brooke Army Hospital. The 
ceremonies were combined also with a tribute to the comman- 
dant of the hospital, Major Gen. Martin E. Griffin, who will be 
transferred in May to command the Fitzsimons Army General 
Hospital in Denver. There was an officers’ dinner-dance to which 
38 San Antonio physicians and dentists who are members of 
the visiting staff at the hospital were invited and a picnic in the 
Salado Creek area. 

This 1,500-bed hospital is one of seven units that form the 
Brooke Army Medical Center. Last year it admitted 20,000 
patients and cared for more than 250,000 in the outpatient 
clinics and service. Brooke Army Hospital has an extensive resi- 
dency program, with more than 60 Army and Air Force phy- 
sicians, some of whom are doing research for a Master of 
Science Degree from Baylor University, with which the hospital 
is affiliated. The relationship between the Brooke Army Hos- 
pital personne! and civilian physicians and nurses in the San 
Antonio area is most cordial. Brooke Army Hospital physicians 
attend and take part in meetings of the Bexar County medical 
societies, and San Antonio physicians and dentists often sit in 
on staff meetings. The hospital is named in honor of an Army 
physician, Brig. Gen. Roger Brooke, who died in 1940. 


Second Woman to Enter Medical Corps.—First Lieut. Eileen B. 
McAvoy of Lawrence, Mass., who is the second woman physi- 
cian to enter the Regular Army Medical Corps, recently began 
her residency in internal medicine at the Walter Reed Army 
Medical Center, Washington, D. C. Lieutenant McAvoy, com- 
pleted her internship at Murphy Army Hospital, Waltham, 
Mass. She received a bachelor’s degree from Texas State Col- 
lege for Women in 1948 and in 1952 graduated from the Baylor 
University School of Medicine. 


NAVY 


Deputy Surgeon General Retires—Rear Adm. Clarence J. 
Brown, M. C., Deputy Surgeon General of the Navy, was placed 
on the retired list on May 1. Admiral Brown received his degree 
of Bachelor of Science from the University of Wisconsin in 1915 
and the degree of Doctor of Medicine from Washington Univer- 
sity Medical School, St. Louis, in 1917. He was appointed 
Assistant Surgeon with the rank of lieutenant (junior grade) in 
the Naval Reserve Force in April, 1917, and in September, 1917, 
was transferred to the Medical Corps, U. S. Navy. 

Admiral Brown, a veteran of over 37 years’ continuous active 
naval service, during World War II established Navy Base 
Hospital no. 12 in England and served as its commanding officer 
prior to, during, and after the invasion of France. For this 
service he was awarded the Bronze Star. He has also received 
the World War I Victory medal; the Haitian Campaign medal 
(member landing force in Haiti); the Marine Expeditionary 
medal (member landing force in Haiti, 1919-1924—excluding 
period covered by Haitian Campaign medal); the American 
Defense Service medal base clasp; the American Campaign 
medal; the European-African-Middle Eastern Campaign medal; 
and the World War II Victory medal. He is a diplomate of the 
American Board of Otolaryngology and a member of the 
American Academy of Ophthalmology and Otolaryngology, the 
American Medical Association, and Nu Sigma Nu and Alpha 
Omega Alpha medical fraternities. His official address is Plum 
City, Wis. 


Training for Reserve Personnel.—Training courses of two 
weeks’ duration for Naval Reserve male medical personnel 
available during the fourth quarter of the fiscal year 1954 are 
as follows. A class in insect and rodent control is scheduled to 
convene at the Naval Air Station, Jacksonville, Fla., on the first 
and third Wednesday of each month. The Ist, 3rd, 4th, 5th, 6th, 
8th, and 9th naval districts and the Potomac River Naval Com- 
mand have been assigned a quota for this course. A course in 
malariology and insect control is scheduled at the Naval Air 
Station, Alameda, Calif., for male medical personnel residing 
in the 11th, 12th, and 13th naval districts. For convening dates 
contact the Commanding Officer, Naval Air Station, Alameda. 

Eligible personnel who desire to attend these courses in a 
pay status should submit their request to the commandant of 
their home naval district at the earliest practicable date. Attend- 
ance at these courses will not in any way increase the reservist's 
vulnerability for orders to extended active duty, 


MISCELLANEOUS 


Grants for Basic Research.—The National Science Foundation, 
Washington 25, D. C., has announced 159 grants totaling about 
$1,359,000 for basic research in the natural sciences and to 
support studies and conferences on science, scientific informa- 
tion exchange, compilation of scientific personnel information, 
education in the sciences, and travel of American scientists to 
international scientific meetings. 

This is the third group of awards to be made by the founda- 
tion during the fiscal year 1954 for the support of basic re- 
search and related matters. Since the beginning of the program 
in 1951, more than 800 such awards have been made totaling 
about $7,371,000. Additional proposals are being evaluated by 
the staff of the foundation with the help of advisory panels of 
outstanding American scientists. 

The grants announced today were made to scientists and 
institutions in many states, and the research fields included 
chemistry, developmental biology, environmental biology, ge 
netic biology, molecular biology, physics, psychobiology, regu- 
latory biology, systematic biology, and other sciences. 

The research grants were approved by the National Science 
Board on the recommendation of Dr. Alan T. Waterman, direc- 
tor of the foundation. The National Science Foundation was 
created by an act of Congress early in 1950. 
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BRAZIL 


Radiological Examination of the Stomach and Duodenum.—At 
a meeting of the Associacao Paulista de Medicina, Dr. F. Lanari 
do Val reported on 500 radiological examinations of the stomach 
and duodenum with special consideration of the patients on 
whom operation or autopsy was later performed. The total 
includes the examination of 340 men and 160 women of all 
ages, but mostly between 20 and 60 years of age. The author 
considered as “without organic lesion” those patients with a 
radiological report of normal, without organic lesion, gastritis, 
duodenitis, dolichogastry, prolapse of the gastric mucosa at the 
bulb, and slight extrinsic compressions by the liver, spleen, colon, 
or gallbladder. Of the 340 men examined, 115 (33.8%) and, 
of the 160 women, 97 (60.6%) did not present organic lesions. 
The larger number of women without lesions was believed to be 
due to the higher incidence of gallbladder diseases in women, 
since these diseases cause gastric symptoms. The ratio between 
gastric ulcers and duodenal ulcers was 1:3.3; the ratio between 
duodenal ulcers in women and duodenal ulcers in men was 
1:5.3; the ratio between gastric ulcers in women and gastric 
ulcers in men was 1:3.4; and the ratio between malignant growths 
in women and malignant growths in men was 1:4. The diagnoses 
in 68 (13.6%) of the 500 patients examined was later confirmed 
in 62 at operation, in 4 by gastroscopy, in one at autopsy, and 
in one by esophagoscopy. For the confirmation of the diagnosis, 
the following data in order of decreasing importance were con- 
sidered—presence, nature, localization, number, and extent of 
the lesions. Of the 68 patients in whom the diagnosis was con- 
firmed, the radiological diagnosis was correct in 50; in 5 there 
was a slight error (difference in number, localization of lesion, 
or both); and in 13 there was a moderate degree of error (differ- 
ence in the nature or in the nature and localization, and/or the 
number of lesions). 


ENGLAND 


Increase in Malpractice Suits.—Since the introduction of the 
National Health Service in 1948, there has been an increasing 
number of lawsuits for negligence against hospitals and phy- 
sicians. Two recent cases have attracted attention. One con- 
cerned a 6-year-old girl who was awarded £5,000 ($14,000) at 
Nottingham Assizes on March 10 against a children’s hospital 
matron and a hospital management committee, because a plaster 
spica was put on her leg too tightly and for too long a period. 
As a result the leg became useless. The judge was very critical 
of the hospital staff, who delayed giving information of the 
child’s condition to her parents. He said: “When we had assisted 
voluntary hospitals, if I was brought in from the street a dying 
pauper, any treatment I received was an act of charity. Now 
we have gone over to the State system and it is a matter of 
right for which every citizen has paid. The hospital authorities 
are just as much his paid servant as anybody else.” This re- 
mark that physicians and hospitals are servants of the public 
has caused much alarm in medical circles. 


The other case concerned a man who sued the Fulham and 
Kensington Hospital Management Committee, London. He 
claimed that a fracture of his arm had not been correctly re- 
duced, that subsequently the bones were plated in the wrong 
position, that thiopental (Pentothal) sodium had been injected 
into an artery instead of a vein, and that a plaster cast had 
been left on the arm when it should have been removed as 
part of the emergency treatment of an accidental intra-arterial 
injection. The anesthetist had in fact injected the thiopental 
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accidentally into an aberrant brachial artery instead of into the 
vein. The resulting arterial spasm and ischemia led to a use- 
less hand, and the patient’s earning capacity was greatly re- 
duced. The judge found for the defendant and awarded him 
£8,254 ($23,100) damages. 

The National Health Act of 1946, implemented in 1948, has 
made the average patient more litigation conscious. The citizen 
now thinks that he has a right to treatment by the best special- 
ists and that, if his health is not restored and his disabilities 
are not made good, then it must be the physician’s or the hos- 
pital’s fault. Free legal aid, which has been available since 
1949, has encouraged him to seek his remedy in the courts. 
Medical men are particularly concerned with the attitude of 
many ill-informed patients that every failure in treatment is 
necessarily due to a mistake by a physician or nurse and is an 
occasion for legal action. Now that hospitals can be sued for 
damages on the ground of negligence of the physicians they 
employ, forensic relationships between the two are becoming 
estranged. One tries to throw the blame on the other. Juries 
are inclined to be more lenient if they know that the bottom- 
less purse of the Ministry of Health is available to pay damages. 

Other repercussions have occurred. Casualty departments, 
where errors of judgment may easily be made, are usually 
staffed by comparatively junior physicians who, in their early 
years, are bound to make mistakes. With the fear of litigation 
over their heads they are reluctant to take such appointments. 
As a result hospitals have difficulty in staffing casualty depart- 
ments, as shown by the large number of advertisements for 
vacant casualty appointments, even in the best hospitals. The 
situation has been reached in which, in a large hospital serving 
nearly half a million persons on the outskirts of London, it is 
almost impossible to persuade anyone to accept the post of 
casualty registrar—yet six months in a casualty department is 
a prerequisite for fellowship in the Royal College of Surgeons. 
There is another aspect. Playing safe, because of the fear of 
litigation, may result in the loss of a life. A young surgeon 
may be afraid to take a legitimate risk when faced with a critical 
situation. A spokesman of the British Medical Association, com- 
menting on the matter, says that nothing short of a change in 
the law can change the situation. 


Tobacco and Cancer of the Lung.—The Minister of Health 
issued a statement that there is a strong presumption that smok- 
ing may be concerned in the genesis of cancer of the lung. 
In a recent radio drama, the bad effects of smoking on persons 
with chronic lung diseases, the mild addiction to nicotine, and 
the strong evidence for a causal connection between excessive 
smoking and cancer of the lung were pointed out. According 
to the lay press neither the pronouncements of minister nor 
the radio drama had any effect on the consumption of tobacco, 
except for about a week. Much of the evidence connecting lung 
cancer with smoking is based on statistical investigations, par- 
ticularly those of Doll, a physician at the Central Middlesex 
Hospital, and Bradford Hill, an eminent medical statistician. 
They carried out a series of surveys of patients suffering from 
cancer of the lung and an equal number of controls. Their 
most significant single finding was that the chances that cancer 
of the lung would develop are 50 times as great among those 
smoking 25 or more cigarettes a day than among those who do 
not smoke at all. Among chain smokers the odds were many 
times greater. 


The advisory committee of the Ministry of Health stated that 
it must be regarded as established that there is a relationship 
between smoking and cancer of the lung, but that, though there 
is a strong presumption that the relationship is causal, this 
relationship is not a simple one. The statistical evidence indicates 
that it is unlikely that the increase in the incidence of cancer 
of the lung is entirely due to smoking. The difference between 
the incidence of the disease in urban and rural areas, pointed 
out by Stocks, suggests that atmospheric pollution and occupa- 
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tional risks may also be operating. The committee stated that no 
immediate dramatic fall in the death rate from lung cancer 
would occur if smoking ceased, since the factors concerned in 
producing this rate operate over a number of years. It issued 
a warning to young smokers: “It is desirable that young people 
should be warned of the risks apparently attendant on excessive 
smoking. It would appear that the risk increased with the 
amount smoked, particularly of cigarettes.” 

Bradford Hill has sent a questionnaire to 80,000 physicians, 
asking them their smoking habits. When they die it may be 
assumed that their cause of death will be known with a fair 
degree of certainty. Then he, or his successor, will have some 
valuable evidence but only for one section of the population 
and this largely for men. The British tobacco companies have 
given £250,000 ($700,000) to the Medical Research Council for 
research into the cause of lung cancer. If the sale of tobacco 
should decline it will be a sad day for the Treasury, which 
collects about £700,000,000 (nearly $2,000,000,000) annually 
in tobacco duty or more than enough to pay for the National 
Health Service and many other social services as well. 


Medical Tests for Drivers.—The British Medical Association set 
up a special committe to investigate medical standards for auto- 
mobile and truck drivers and has submitted a memorandum to 
the Ministry of Transport calling for stricter medical tests and 
higher standards for drivers. The committee suggests that, if a 
driver’s license has been suspended, the courts should be given 
power to require a medical certificate of fitness to drive before 
the license is restored. The committee is particularly concerned 
with defects of vision and of hearing. In view of the fact that 
4% of men have defective red-green color vision, it is suggested 
that the green light of traffic lights should contain a strong blue 
component. In the opinicn of the committee, epilepsy should be 
an absolute bar to driving and only well-controlled diabetics 
should be granted a license. All diabetics with driver’s licenses 
should be kept under review, particularly if taking insulin. Other 
medical conditions that should be considered before granting a 
driver’s license, part-cularly to drivers of public vehicles, are 
recurrent coronary thrombosis, fainting attacks, hypertension, 
and sudden attacks of vertigo. The committee urges that there 
should be increased publicity to impress on private car drivers 
the need to seek medical opinion when in doubt, because routine 
medical examinations of 5 million car or vehicle drivers would 
be impracticable. It is also suggested that the views of the Med- 
ical Research Council be sought on the advisability of intensified 
research into the personal factors responsible for road accidents. 

Another committe set up by the British Medical Association 
has published a report entitled “The Recognition of Intoxication,” 
with special reference to drivers. The committee believes that 
alcchol is responsible for several thousand road accidents yearly 
and that more attention should be paid in the course of medical 
teaching to clinical methods of detecting drunkenness. The type 
of clinical examination thought desirable is outlined and walking 
along a straight line strongly deprecated as a spot test. Exami- 
nation of the urine is regarded as the most reliable laboratory 
test, but this must be considered in relation to the clinical exami- 
nation and history of the case. Pointers are given on the exclu- 
sion of other conditions likely to simulate intoxication with 
alcohol. 





Paul Ehrlich Centenary Celebrations.—Frankfurt-am-Main held 
centenary celebrations in March commemorating the birth of 
Paul Ehrlich. A scientific session, presided over by Sir Henry 
Dale, was attended by scientific workers from all over the world, 
including Prof. E. B. Chain and Sir Howard Florey of penicillin 
fame, Sir Macfarlane Burnet of the Hall Institute, Melbourne, 
Australia, Dr. Gale of Cambridge, Dr. Cox of Lederle Labora- 
tories, Pearl River, N. Y., and Dr. Delbriick of the California 
Institute of Technology. Two of Ehrlich’s daughters and two 
grandsons were also present. Dr. Gale pointed out that penicillin 
was the supreme example of Ehrlich’s “magic bullet” that killed 
the growing cells of the invader, but did not harm the host. The 
Ehrlich Prize oration was given by Professor Chain. He spoke 
on the subject of antibiotics and said that further progress in this 
field would be achieved only through the aid of chemical micro- 
biology as a subsidiary of biochemistry. A week later, Sir Henry 
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Dale opened an exhibition of original apparatus and manuscripts 
of Ehrlich at the Wellcome Research Institution in London. He 
described Ehrlich as the “sole originator and pioneer in the field 
of chemotherapy” as a treatment for bacterial infections and 
compared his contributions with those of Lister in surgery. Some 
of Ehrlich’s prized possessions had been smuggled out of Ger- 
many by his widow and lodged with the Wellcome Historical 
Medical Museum. 


Emotions and the Nose.—In their book “The Nose,” Holmes 
and his co-workers showed that emotional reactions induced 
by anxiety, resentment, and feelings of frustration can be asso- 
ciated with hyperemia and hypersecretion of the nasal mucosa. 
This work has been extended in Great Britain by Dr. Desmond 
O’Neill, a psychiatrist, and Mr. Kenneth Malcomson, an oto- 
rhinolaryngologist. After excluding hay fever and recognized 
allergens as causative factors, these workers concluded that 
chronic vasomotor rhinitis may be associated with emotional 
tension or stress. When local and general treatment failed to 
alleviate the rhinitis, psychiatric investigation showed that the 
patients were under emotional strain. Two types of correlation 
were observed. One was long term, in which painful psychiatric 
experiences were associated with attacks of vasomotor rhinitis 
over the whole course of the illness, and the other was short 
term, in which there was a momentary variation of symptoms 
with the emotional state, such as blocking of the nose in a fit 
of anger. In these patients, psychotherapy, sometimes prolonged, 
relieved paroxysmal rhinorrhea and chronic nasal edema. 


Case of Sex Reversal.—Picture Post carried a serialized account 
of an alleged change of sex from male to female. The case 
has aroused interest because the person concerned, aged 35, 
was a fighter pilot in the war, had two children, and was the 
son of a distinguished war surgeon decorated by General Eisen- 
hower and formerly surgeon to King George VI. The person 
involved was reregistered as a woman in May, 1951, although 
physical and psychological changes are said to have occurred 
in 1948. No information has been released in the medical press. 
A gynecologist made a statutory declaration in 1951 to the 
registrar at Somerset House, where a register of births is kept, 
that the patient was no longer a male, and in Picture Post an 
unnamed gynecologist states that there is evidence of complete 
sex reversal. Certain plastic operations have been performed, 
including one on the face. If this is a true case of sex reversal 
from a potent male to a female it must be unique in medical 
history. 


Detergents and Sewage Nuisance.—An interim report of a com- 
mittee set up by the Minister of Housing and Local Government 
on the effects of using synthetic detergents has been published. 
The committee states that detergents are a nuisance in sewage 
works, forming foam several feet thick in the purification of 
sewage by aeration. This foam is a danger to the operator. The 
sewage effluent is often unfit for discharge into rivers as it may 
harm river life and down-river water supplies. These detergents 
cause a dermatitis in sensitive persons that is worse than that 
produced by soap. The committee recommends the careful rins- 
ing of hands after using soapless detergents. It points out that 
their widespread use may cause corrosion of domestic plumbing. 
There is no evidence that the fine film of detergent left on dishes 
after washing is harmful if it contaminates food, but such a pos- 
sibility must be borne in mind. 


Long-Acting Corticotropin (ACTH).—Long-acting preparations 
of corticotropin (ACTH) containing complex substances to delay 
absorption have been in use for some time. Research workers 
of the Organon Laboratories, Oss, Holland, have now prepared 
a long-acting aqueous suspension containing zinc phosphate and 
zinc hydroxide as delaying agents. These substances when pre- 
cipitated from a solution containing corticotropin at a pH of 
7 carry with them 99% of the corticotropin. The suspension 
formed is injectable and showed full activity of the corticotropin 
in animal tests and when tested clinically in patients. The effect 
of a single injection lasts for from one to three days. Satisfac- 
tory trials have been made at the Royal Northern and North 
Middlesex hospitals, London, and at the Zuiderziekenhuis, 
Rotterdam. 
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“Open” Mental Hospitals.—Addressing the Scottish Association 
for Mental Health at Peebles in April, Dr. G. M. Bell of Mel- 
rose, Scotland, described the improvement that has taken place 
in the health of patients in the “open door” mental hospitals. 
He said that the hospital had no locked doors or padded cells, 
nor was there any prison atmosphere. For three years patients 
had been free to come and go, and the medical and nursing 
staff were emphatic that they had no desire to return to the 
old system. The patients had shown marked improvement in 
their behavior, and hallucinations and delusions were less com- 
mon. One patient, formerly under lock and key for 20 years, 
was now able to attend rugby football matches and traveled 
to distant towns, such as Edinburgh, to watch games. 


Castle’s Intrinsic Factor.—Workers, headed by Dr. Latner, in 
the Department of Pathology, University of Durham, New- 
castle-on-Tyne, have reported the isolation of Castle’s intrinsic 
factor in a state of purity 25 years after its existence was postu- 
lated by Castle and his colleagues. There have been many previ- 
ous attempts, but the material obtained was not pure. Latner 
and his co-workers obtained it by extraction of a concentrate 
of hog stomach with a suitable buffer at pH 6.35. The factor 
is mucoprotein in nature. Its activity was tested by determining 
its effect on the fecal excretion of radioactive vitamin Bi. ad- 
ministered orally, a diminished excretion of the latter being 
taken as evidence of intrinsic factor activity. 


Germ Warfare.—Mr. Duncan Sandys, the Minister of Supply, 
has announced that there will be trials of British defenses against 
germ warfare near the Bahama Islands this year. He maintains 
a research station on germ warfare at Porton, Wiltshire. Pre- 
liminary trials have already been made off the coast of Scotland. 
The Bahama trials will be made at least 20 miles from any 
inhabited island and far from any normal shipping route. Bio- 
logical warfare is expressly forbidden by the international 
rules of war, but the British government states that it cannot 
neglect precautions that would have to be taken against an 
aggressor who used this form of warfare. 


Poliomyelitis Vaccine.—The Ministry of Health has approached 
two pharmaceutical firms to manufacture poliomyelitis vaccine, 
based on the work of Dr. Jonas Salk. The object is to carry 
out large scale trials on children and adults to test its protec- 
tive action. A team headed by Dr. Geoffrey Edward is working 
on the project at Beckenham, Kent, where the vaccine is being 
prepared from inoculated monkeys. It is hoped that the vaccine 
will give protection for about 12 months. Another team under 
Dr. W. Wood is working on a similar project at Sefton Park, 
Stoke Poges, Buckinghamshire. 


FINLAND 


The Late Dr. Emil Enroth.—Dr. Emil Enroth, who died on 
Sept. 2, 1953, was for many years a lecturer in ophthalmology 
at the University of Helsingfors, where he trained many gen- 
erations of Finnish physicians in his specialty. He was born 
in 1879 and had already qualified as a physician when he joined 
the Finnish ambulance service taking part in the Russian- 
Japanese war of 1904-1905. During this campaign, he contracted 
pulmonary tuberculosis that off and on dogged his footsteps 
throughout his career. Wishing as a young man to practice medi- 
cine in the United States (first in Worcester, Mass., and later 
in Fitchburg), he faced his examiners in medicine with such 
imperfect knowledge of English that his written answers were 
in Latin, an achievement that impressed them and testified to 
the soundness of his education in classics. On his return to 
Finland, he pursued special studies in ophthalmology, and the 
subject of his doctorate thesis in 1919 was the etiological im- 
portance of the constitutional factor in parenchymatous kera- 
titis. This clinical and serological investigation dealt with a large 
number of patients in most of whom the Wassermann reaction 
was positive. His main argument was that, whether parenchyma- 
tous keratitis was of syphilitic or tuberculous origin, its outbreak 
depended on a constitutional predisposition to it. In 1931, at 
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a Scandinavian ophthalmological congress in Helsingfors, he 
reported a study of rheumatic iritis and its relation to the weather 
with special reference to meteorological factors capable of pro- 
voking this disease. He was the author of the chapter on dis- 
eases of the eyes in association with general diseases in a Scan- 
dinavian textbook on ophthalmology published in 1923. Other 
contributions to his specialty included a study of intermittent 
exophthalmus and also of cataract following Elliot's operation. 
He took part as a physician in the Finnish War of Liberation 
in 1918 and held a high appointment in the Finnish Naval Medi- 
cal Service from 1918 to 1923. During World War II he was 
in charge of the Stengaard Hospital in Helsingfors. In 1946 he 
settled in Sweden where he continued to practice as an oph- 
thalmologist and cultivated his many hobbies, which included 
ornithology, botany, astronomy, medieval church architecture, 
and sailing to which he was passionately devoted all his life. 
One of his biographers, Dr. Ragnar Granit of Stockholm 
(Nordisk medicin, March 25, 1954) has painted a most sym- 
pathetic picture of this Finnish giant whose sailing boat, de- 
signed by himself, was one of his greatest joys in life. 


JAPAN 


Azotometry.—Ken Iwasaki, professor of biochemistry, Kana- 
zawa University Medical School, Kanazawa, Japan, was one of 
the winners of the Japanese Academy Award for 1953 for his 
contribution to the microdetermination of nitrogen in various 
substances. His method of azotometry required the devising of 
new apparatus, which he described in Seikagaku (23:207-238, 
1952). The analyses may be made by (1) the determination of 
the volume of nitrogen gas formed by decomposition of a nitro- 
genous substance, and (2) the use of nitrogenous reagents, such 
as hydrazine, hydrazide, azide, or nitrites, from which nitrogen 
is liberated by the substance to be tested. These methods of 
determination have made it possible to make micromeasure- 
ments of numerous biochemical substances. 

The azotometry consists of two procedures, preliminary and 
proper. The former is specific to each substance to be deter- 
mined, while the latter, common to all, is a process of measuring 
the volume of nitrogen gas generated in the azotometer and led 
into the eudiometer. Every possible physical source of error that 
might occur in azotometry was examined and eliminated by 
simple and clearcut means. Thus a special apparatus with attach- 
ments was devised that permits nitrogen gas volumetry with 
satisfactory precision. Five to 200 mcg. of substance are used, 
with the possible error never more than 2 or 3% and usually 
within 1%. About 50 azotometric procedures have been com- 
pleted. These include hypobromite, hydrazine, hydrazide, and 
azide azotometry. Hypobromite azotometry is applicable to a 
group of sustances that generate nitrogen with strong alkaline 
sodium hypobromite and is used for the determination of 
Kjeldahl-nitrogen, ammonia, urea, creatine, arginine, cana- 
vanine, octopine, isonicotinic acid hydrazide, tibione, strepto- 
mycin, creatine phosphate, and total nitrogen in urine. 

The special feature of azotometry is that it can be applied to 
the determination of non-nitrogenous materials by their reaction 
with nitrogenous reagents and measurement of nitrogen gas, 
thereby liberated. The reagents used generally are hydrazine, 
hydrazide, azide, and nitrites. Hydrazine azotometry is applied 
generally to a substance that oxidizes hydrazine to liberate 
nitrogen gas from it and has been perfected for the determina- 
tion of iodine, bromine. chlorine, silver ion, mercury ion, and 
ferricyanide ion. Because this method is extremely accurate, it 
has been used for the calibration of the azotometer itself. Since 
the method allows accurate microdetermination of iodine, silver, 
permanganates, and ferricyanides, it can be applied to a group 
of substances that can be determined by iodometry, argen- 
tometry, and the permanganate method. 


Hydrazide azotometry is a recent addition that is applicable 
to a group of substances that oxidize hydrazide to liberate nitro- 
gen gas and is similar to hydrazine azotometry. Isonicotinic acid 
hydrazide is generally used as the hydrazide. Azide azotometry 
is a micromethod for the determination of iodine that uses the 
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iodine-azide reaction. In the case of iodine anion, the amount of 
iodine corresponding to 1 cc. of 0:5 x 10-4 normal solution 
can be determined within an error of 1 or 2%. Some of its 
applications are the determination of hydrazine, thiosulfates, 
arsenous acid, ascorbic acid, and silver. One most significant 
to biochemistry is the determination of lactic acid, which can 
accurately be determined in 4 or 5 mcg. amounts. Further 
micronization of iodine-azide azotometry is now in progress, 
and its completion should permit the determination of the 
amount of iodine corresponding to 1 cc. of 1 x 10-5 normal 
solution or less. 

One of the most important points in the establishment and 
completion of the azotometry is the devising and manufacture 
of various new apparatus, completion of the azotometer itself, 
and the technique of washing and passage of carbon dioxide gas 
into the azotometer. About 40 azotometers have been made, and 
most of them will be used for general microchemical determi- 
nations, as they allow formation of precipitates, quantitative 
collection of precipitates and filtrates, evaporation, incineration, 
and distillation in microquantities. For example, the micro- 
distillation apparatus permits the determination of 2 or 3 mcg. 
of acetaldehyde formed by the oxidation of lactic acid in a few 
minutes with only 5 cc. of the distillate. 

Studies for the perfection of azotometry and its application 
to wider fields are being carried out not only in Dr. Iwasaki’s 
laboratory in Kanazawa but in laboratories throughout the 
country. Azotometry gives scientists a new tool for the determi- 
nation of a large number of substances in medicine, biology, 
physiology, chemistry, and agriculture. 


MEXICO 


Study of Yellow Fever Inclusion Bodies.—In recent years yellow 
fever outbreaks have been reported from several countries in 
Central America. Because the geographical conditions in the 
southeastern states of Tabasco and Chiapas are similar to those 
of the Central American republics, there is danger that yellow 
fever may invade Mexico. Drs. Costero, Cespedes, and Barroso- 
Moguel have published observations on the intracytoplasmic 
granulations in the liver cells of yellow fever patients (Gac. méd. 
México 83:201-212, 1953). By using material from the epidemic 
that occurred in the last two years in Costa Rica, the authors 
reviewed the histological alterations produced by the yellow 
fever virus. Besides the usual methods, the silver impregnation 
techniques of Achicarro and Rio-Hortega were employed to 
stain the histological sections. 

In four of five cases, the liver cells contained a sufficient num- 
ber of granulations to be recognizable under low power magnifi- 
cation. The maximum concentration was 30 cells, overloaded 
with granulations, per square millimeter. The cells carrying these 
inclusion bodies were isolated and were found predominantly in 
the middle part of the lobules. Their nuclei may be hidden by the 
granulations, which are strictly intracytoplasmic, do not show 
any clear relation to the Councilman bodies, and are different 
from the intranuclear inclusion bodies of Torres. Some of the 
cells are poor in small and homogeneous granulations; others 
show elongated bodies all of the same size and form; and some 
contain irregular and polymorphous debris. The former maintain 
their structure and represent recently infected cells. The latter 
show degenerative changes and correspond to the end of the 
inflammatory process. Exceptionally a few granulations have 
been found in some Kupffer cells. 

The authors made a detailed comparison between the inclusion 
bodies found by them in the liver cells of patients with yellow 
fever and the intracytoplasmic inclusion bodies, hitherto de- 
scribed as occurring in molluscum contagiosum, mumps, rabies, 
vaccinia, variola, herpes febrilis, lymphogranuloma inguinale, 
psittacosis, trachoma, and measles. The inclusion bodies of yel- 
low fever are argyrophilic, as are the Negri bodies in rabies, the 
Da Fano bodies in herpes febrilis, the Gamna-Favre bodies in 
lymphogranuloma inguinale, and probably others in which the 
argyrophilia have not been tested. Tannic acid was used as mor- 
dant (Achiicarro’s method) to stain the inclusion bodies of yellow 
fever. The inclusion bodies of yellow fever, lymphogranuloma 
inguinale, and psittacosis look like rickettsias. Their size is similar 
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to the inclusion bodies of Johnson and Goodpasture in mumps, 
those of Gamna-Favre in lymphogranuloma inguinale, and those 
of Lillie in psittacosis. They do not show a plasmodial stage with 
subsequent segmentation comparable to that described by Bed- 
son and Bland in psittacosis, and in this study no definite outer 
covering or envelope such as that found in the inclusion bodies 
of molluscum contagiosum, vaccinia, variola, lymphogranuloma 
inguinale, rabies, and psittacosis was observed. Furthermore, 
they do not contain secondary granulations such as those de- 
scribed by Hortega in the Negri bodies. On the other hand, the 
authors observed in the inclusion bodies of yellow fever certain 
morphological alterations, described above, similar to the pat- 
terns of evolution recognized by Van Rooyen and Rhodes in 
psittacosis and lymphogranuloma inguinale. 

Since the epidemic of yellow fever has not yet reached Mexico, 
the authors would appreciate receiving new material in order to 
be able to continue their investigations. Fragments of the liver 
and other organs may be sent in 10% formaldehyde, Zenker’s 
fluid, or any other fixative. Because only frozen sections may be 
stained, paraffin blocks are not wanted for these studies. Speci- 
mens from spontaneous yellow fever in human beings or from 
natural or experimental yellow fever in animals are equally 
desired. 


Vascular Complications in Diabetes.—In Revista de investiga- 
cién clinica (vol. 5:273-296, 1953) Drs. R. Correa and R. 
Rodriguez have attempted to evaluate the frequency of vascular 
complications in patients with diabetes mellitus. They reviewed 
1,066 diabetic case histories out of 11,344 admissions and 
selected those that showed a cardiovascular complication for 
special study including (1) clinical history, (2) fluoroscopy and 
roentgenogram of the chest and lower extremities, (3) electro- 
cardiogram, (4) eyegrounds, (5) blood chemistry study, (6) renal 
function (in some cases), and (7) autopsy (in some cases). The 
patients were classified as having changes that were (1) purely 
vascular, (2) infectious and vascular, (3) nervous and vascular, 
(4) infectious, nervous, and vascular, (5) purely infectious, and 
(6) purely nervous. In each of these groups, the age, presence 
or lack of obesity, and the duration and severity of the diabetes 
were taken into account. Of the 1,066 patients, 406, or 38.08%, 
showed cardiovascular complications. Of these, 270 showed 
these changes in various other regions but not in the lower 
extremities. 

Vascular alterations were generally observed during the 
fourth decade and increased with age. Only one patient was 
less than 30 years of age. In the 71 to 80 year group, 63.33% 
of the patients had complications. Vascular alterations were 
found in 24.5% of the patients in whom the disease had been 
present for less than five years. The percentage of vascular 
involvement increased progressively as the duration of disease 
increased and was 62.5% in those with a duration of over 30 
years. The frequency of vascular complications was similar in 
both sexes, being 40.74% in women and 36.06% in men. Fewer 
such complications appeared in those patients who were not 
obese. Most patients (64.08%) who had vascular complications 
required less than 10 units of insulin daily and a diet of 150 
to 200 gm. of carbohydrate. Of the patients with complications 
in the lower extremities, those with purely vascular alterations 
predominated (69.1%), and this was followed by those who 
also had infection (20.6%). 

In the group with purely vascular alterations, the greatest 
number of patients (34.7%) were in the sixth and the seventh 
decades. As the duration of diabetes increased, a greater num- 
ber of vascular complications appeared. The sexes were affected 
equally. The number of patients with complications increased 
as the patients were found to be overweight. In contrast to those 
patients who presented vascular alterations in general, as the 
diabetes in this group became severer, the frequency of the 
vascular and infectious complications was greater. The presence 
of infection should be considered as an indication for increasing 
the dosage of insulin. 


Bovine Tuberculosis.—In a search for Mycobacterium tuber- 
culosis, during the years of 1951 and 1953, 1,844 examinations 
were made of specimens, mainly of pulmonary origin but also 
of cerebrospinal fluid taken from children under 14 years of 
age at the Children’s Hospital in Mexico City. Some of these 
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specimens were cultured in a modified Lowenstein medium. The 
results of this investigation, carried out by Olarte and Vergara, 
were reported in the Boletin médico del Hospital Infantil 10:673- 
679, 1953). Seventy-six of the positive cultures were selected, and 
their growth characteristics and pathological effects on guinea 
pigs and rabbits were studied. Fifty of those cultures were fully 
classified; 36 corresponded to the human variety, 13 to the 
bovine variety, and one was atypical. Five cultures of the bovine 
type were grown from specimens of pulmonary origin and the 
rest from the cerebrospinal fluid of children with meningitis. 
Because of the relaticnship between tuberculous meningitis 
and primary infection, this finding suggests that a high percentage 
of the primary infections in Mexico are due to bovine tubercle 
bacilli. Of the 36 cultures of the human type, 25 were isolated 
from specimens of pulmonary origin, 9 from cerebrospinal fluid, 
and 2 from purulent collections. The atypical culture was grown 
from the pus of an abscess in a patient with generalized tubercu- 
losis who had bone and joint involvement. 


Congress of Otorhinolaryngology and Broncho-Esophagology.— 
The Fourth Pan-American Congress of Otorhinolaryngology 
and Broncho-Esophagology took place in Mexico City in March. 
The president, Dr. Ricardo Tapia Acufia of Mexico, gave the 
opening address. 


SWEDEN 


Compulsory or Voluntary Measures Against Epidemics.—The 
severe outbreaks in 1953 of paratyphoid and poliomyelitis in 
Sweden led to a breakdown of the machinery for dealing with 
serious epidemics. The paratyphoid epidemic was clinically mild, 
but 8,760 cases (12.3 per 10,000 inhabitants) were reported, 
although no such widespread epidemic of Salmonella infection 
had occurred in the preceding 60 years. The cases of polio- 
myelitis reported in 1953 numbered 5,090, of which 3,029 were 
paralytic cases. This was the largest outbreak of poliomyelitis 
since 1912. The inability of the medical services to cope satis- 
factorily with this emergency led to severe criticism of their 
organization and to the proposal, put forward by the Royal 
Medical Board, that legisiation should be adopted with pro- 
vision for the compulsory direction of medical personnel to 
epidemiological work. Such legislation has hitherto presupposed 
a state of war in Sweden. The Minister of the Interior found 
the new proposal so radical that he was unwilling to submit it 
to the Swedish Parliament before it had been scrutinized and 
endorsed by the Swedish Medical Association. A detailed memo- 
randum on the subject from the Swedish Medical Association 
to the Minister of the Interior shows that the shortage of techni- 
cal personnel was so slight that it could easily have been coun- 
tered if the necessary preparations had been made in advance. 
The memorandum shows how extra personnel can be made 
available through normal channels such as employment ex- 
changes. Failing the provision of the necessary extra personnel, 
it should be possible to rearrange the medical services on a 
voluntary basis and partially to evacuate certain hospital wards 
to provide space for epidemiological studies. According to one 
alternative, the evacuation of 25% of the inmates of medical 
wards would free 66 physicians, 212 nurses, and 345 auxiliary 
nurses for such work. According to another alternative, this 
evacuation could be supplemented by the evacuation of 20% 
of the inmates of surgical, orthopedic, and dermatovenerologi- 
cal wards, thus freeing 134 physicians, 484 nurses, and 694 
auxiliary nurses. The memorandum also shows how physicians 
liable for military service and senior medical students may be 
called on for epidemiological service. The services of the Red 
Cross should also be invoked, and there should be careful re- 
gional as well as central planning well in advance of possible 
emergencies. Even in the event of epidemics much more serious 
than those of 1953, it should be possible to avoid compulsory 
measures. 


Which Chronic Diseases Are Well Defined?—This question is 
of more than academic interest. Under the new scheme of na- 
tional health insurance, it is proposed that sufferers from severe 
and well-defined chronic diseases be entitled to receive the drugs 
appropriate for their treatment free of charge. The sponsors of 
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the scheme have drawn up a list of the diseases for which they 
consider such preferential treatment appropriate and have re- 
quested the Swedish Medical Association to comment on their 
choice. The association has replied in a memorandum in which 
approval is expressed of the following diseases as qualifying 
their victims for free drugs—pernicious anemia, diabetes in- 
sipidus and mellitus, parathyroid tetany, myasthenia gravis, 
glaucoma, epilepsy, bronchial asthma, chronic cardiac insuffi- 
ciency, tuberculosis, and cancer of the breast, prostate, and 
testis. The association notes, however, that asthma and chronic 
muscular weakness of the heart may sometimes lack definition. 
As for cancer in a hopeless stage, the physician who wishes to 
hide this diagnosis from his patient may be in a quandary when 
Signing a prescription indicating the correct diagnosis and thus 
entitling the patient to free drugs. The association questions 
the suitability of myxedema and Addison’s disease for free 
treatment, as the clinical picture they present is often some- 
what blurred. In doubtful cases, it might perhaps be well to 
insist that the diagnosis be substantiated by a thorough clinical 
examination in a hospital. The association also questions the 
suitability of sprue, celiac diseases, and chronic polyarthritis 
for the contemplated list. Different generations of physicians 
have different concepts of such a disease as chronic polyarthritis. 
The sponsors of the scheme have omitted paralysis agitans as 
a qualification for free drugs, whereas the association finds this 
to be a sufficiently well-defined disease and one for which appro- 
priate palliative treatment is comparatively specific. The asso- 
ciation takes the initiative in suggesting that drugs needed for 
prophylaxis, as distinct from therapeutic drugs, should be in- 
cluded on the free list, an example being prophylactic treat- 
ment over several years with penicillin for patients who have 
suffered from rheumatic fever. It is evident from the associ- 
ation’s memorandum that the free list will be open to serious 
abuse if great care is not taken to distinguish clearly between 
suitable and unsuitable beneficiaries from it. 


Disulfiram (Antabuse).—In many respects remarkably confirma- 
tory reports on disulfiram (Antabuse) treatment have recently 
come from Dr. Bertil Schersten, in charge of the medical depart- 
ment of the Central Hospital in Karlskrona, and from Dr. Harry 
Danielsson of Mrebro. Schersten has treated 125 inebriates with 
disulfiram and has carried out a follow-up examination of 109 
of them. He attaches great importance to a thorough clinical 
examination in a hospital, with special reference to the circula- 
tory and nervous systems, before starting treatment with di- 
sulfiram, which he gives in tablet or emulsion form. The patient 
is kept in the hospital from 6 to 10 days and is advised to con- 
tinue treatment for 6 to 12 months or longer. On discharge 
from the hospital, he is usually advised to take two tablets 
every other day. The cornerstone of the treatment is the pro- 
vision of a custodian, preferably someone in authority, who 
undertakes to ensure regularity of treatment. The patients were 
classified in four main groups according to the degree of success 
achieved by this treatment. About half the patients became total 
abstainers, took only a little alcohol now and then, or could 
be regarded as much improved. The other half represented 
partial or complete failure. The ultimate issue depended largely 
on the patient’s eagerness to be rid of his ailment. In Schersten’s 
opinion, treatment with disulfiram in the hospital is not suitable 
for the unwilling patient. Danielsson’s 156 patients represented 
an experience of five years. In his opinion, disulfiram should 
be given uninterruptedly for at least a year if it is to be effec- 
tive. To ensure continuity of treatment outside the hospital, 
the patient’s physician and a specially chosen custodian must 
cooperate in helping him. The treatment must not be started 
without a clinical examination. The daily dose must be gradu- 
ated according to the special needs of each patient within such 
wide limits as 50 and 500 mg. In most cases as small a dose as 
120 mg. is suitable. The practice of issuing 500 mg. tablets 
indiscriminately is to be deplored, as one tablet alone may be too 
much. The inebriate should have his dosage graduated as care- 
fully as is the insulin dosage for a diabetic. Danielsson’s results 
were more or less satisfactory in 63% and more or less unsatis- 
factory in 37% after an observation period of one to five years. 
In only 26 patients was disulfiram treatment undertaken on the 
patient’s initiative, and in only 28 on the initiative of some 
relation. 
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CORRESPONDENCE 


HOW TO HELP PATIENTS STOP SMOKING 

To the Editor:—Many heavy smokers find it impossible to give 
up smoking for more than a day or so, even though they realize 
that smoking causes their unpleasant or even alarming cardio- 
vascular and bronchopulmonary symptoms. The patient may 
insist that, despite his tobacco-induced symptoms, the only time 
he feels emotionally relaxed and comfortable is when he is 
smoking. How can a physician help such a patient overcome his 
psychological need for smoking? 

My observations show that, when a heavy smoker is not 
smoking, he often unconsciously hypoventilates to a marked 
degree (Syndrome of Spontaneous Hypoventilation, Mississippi 
Valley M. J. 73:133, 1951; Acute and Chronic Hypoventilation 
Syndromes, Clin. Med. 59:559, 1952). This hypoventilation may 
consist of shallow thoracic, diaphragmatic, and abdominal ex- 
cursions of regular or irregular amplitude at a frequency of 10 
to 18 breaths per minute. Occasionally the person may un- 
consciously hold his breath for 20 to 30 seconds and rarely as 
long as 40 seconds. When the patient is hypoventilating, he be- 
comes uneasy, restless, tense, tired, and anxious. In addition, 
he may experience an uncomfortable sense of breathlessness and 
pressure in his anterior chest resulting from unconsciously 
sustained hypertonia of his somatic respiratory musculature. 
He may have forceful heart action with a normal pulse rate 
or bradycardia or tachycardia. He may also have annoying 
ectopic beats. However, as soon as such a patient begins smok- 
ing, his pulmonary ventilation improves markedly. It is only 
when he is inhaling and exhaling tobacco smoke that he breathes 
close to the normal minute volume, and the symptoms caused 
by hypoventilation disappear. 

As a result of these observations, it occurred to me that with 
breathing exercises, the heavy smoker might learn to breathe 
normally even when he was not smoking. This would make it 
much easier for him to break himself of the tobacco habit. 
I have prescribed breathing exercises in which the patient is 
taught to breathe out and then in 16 times a minute, neither 
hypoventilating nor hyperventilating. By practicing these breath- 
ing exercises for 5 minutes 8 to 10 times a day for a month, 
the patient gradually regains his ability to breathe in a manner 
that by inspection approximates normal pulmonary ventilation 
even when not smoking. Once a heavy smoker has acquired 
the habit of breathing properly, he can feel relaxed and com- 
fortable when not smoking. After such preliminary training, 
15 heavy smokers (each smoked over 50 cigarettes a day) found 
it possible to stop smoking without experiencing undue diffi- 
culty. Each of these patients had tried repeatedly before to 
give up smoking permanently, but without success. 


WILLIAM KaurMan, M.D. 
540 Brooklawn Ave. 
Bridgeport 4, Conn. 


SICKLEMIA 

To the Editor:—In a paper Cooley and associates (J. A. M. A. 
154:111 [Jan. 9] 1954) pointed out the danger of splenic infarc- 
tion during high altitude flying in persons with sicklemia. Their 
report implies that patients with the sickling trait may be 
affected. One of their patients (case 3) had severe anemia 
and leg ulcers; another (case 6) had anemia; a third (case 4) 
had pretibial ulcers; and a fourth (case 1) was suffering from 
mild hypochromic anemia. No data were given for a fifth 
patient (case 2), and no significant hematological findings 


were found in their sixth patient (case 5). Since anemia, 
hypochromia, and leg ulcers are not features of the sickling 
trait, it is probable that four out of the six patients did not 
have the usually benign sickling trait, but were affected by 
one of the severer varieties of the sicklemia syndrome, such 
as true sickle cell anemia or sickling-hemoglobin C disease. 

Physicochemical studies of hemoglobin during the last few 
years have separated several distinct varieties of sicklemia, 
These are in order of frequency: 1. The sickle cell trait (com- 
bination of normal and sickling hemoglobin) occurs in 10% 
of all American Negroes. 2. Classic sickle cell anemia (com- 
bination of sickling and fetal hemoglobin) occurs in one out 
of 40 of those whose cells show sickling. 3. Sickling-hemo- 
globin C disease (combination of sickling and a third abnor- 
mal hemoglobin called C) occurs in about one out of 80 of 
those whose cells show sickling. 4. Sickle-thalassemia disease 
(microdrepanocytosis) is more uncommon. 5, Sickling-hemo- 
globin D disease is quite rare. 

The sickling trait usually is not associated with hematological 
abnormalities, but the other sicklemias are all characterized 
by hemolytic disease. However, the hemolytic disorder in 
sickling-hemoglobin C disease may be compensated by bone 
marrow overproduction and thus not be manifest as anemia. 
This syndrome, therefore, may be confused with the sickling 
trait condition. Hypochromia of red blood cells is common 
in sickling-hemoglobin C disease and usually severe in sickle- 
thalassemia disease. 

Sickle cell trait cells require considerably more oxygen 
deprivation to show sickling and hemolysis in vitro than sickle 
cell anemia erythrocytes. This phenomenon presumably is 
related to the amount of sickling hemoglobin, which is only 
24 to 45% in the trait but 80 te 100% in the anemia erythro- 
cytes. Red blood cells with intermediate amounts of sickling 
hemoglobin (50 to 80% sickling hemoglobin) as observed in 
the more recently recognized varieties of sicklemia, therefore, 
will show sickling probably more easily than trait cells but 
less readily than sickle anemia erythrocytes under conditions 
of hypoxia. Although intravascular sickling of trait cells could 
occur under extremely severe conditions of oxygen lack, 
further exact documentation on this problem is required. Very 
recently I saw a young, nonanemic Negro soldier in whom 
severe left upper quadrant pain and icterus developed after a 
high altitude flight over the Rocky Mountains in a military air 
transport plane. Paper electrophoresis of this man’s blood re- 
vealed sickling-hemoglobin C disease. 

Since these distinctions are extremely important from a 
practical and military point of view, every effort should be 
made, by all those who may have an opportunity to see 
similar cases, to have the hemoglobin examined by simple 
paper electrophoresis. Only in this manner can a diagnosis 
of the variety of sicklemia be accurately established. Such 
studies would settle the important point of whether patients 
with sickling trait should be excluded from military high alti- 
tude flying. It would further help to clarify the problems of 
sudden death due to sickling in the cerebrum and essential 
hematuria in sicklemia, which has also been stated to occur 
with the sickling trait. 


Arno G. Motutsky, M.D. 

Department of Medicine 

University of Washington School of Medicine 
Seattle 5. 
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PREVIEW OF PRINCIPAL FINDINGS OF AMERI- 
CAN MEDICAL ASSOCIATION SURVEY OF 
POSTGRADUATE MEDICAL EDUCATION 


Douglas D. Vollan, M.D., Chicago 


The study about which you are to hear was started in the 
summer of 1952 in response to the growing interest in this field 
among medical educators and practicing physicians, and a pre- 
liminary report has just been completed. The approach to this 
subject has been entirely objective. Both the producers of post- 
graduate medical education and the consumers have been 
studied in order to achieve a balanced picture. Information 
concerning the producers has been derived from the literature 
on the subject; from questionnaires to all of the institutions and 
organizations engaged in this field; from a detailed analysis of 
the postgraduate courses offered in the year 1952-53; and by 
interviews with more than 400 persons in over 200 of these in- 
stitutions or organizations, as well as by attendance at many 
courses representing a wide variety of types. A questionnaire 
to 18,000 practicing physicians selected at random was designed 
to gather pertinent data from the consumers’ point of view. 
About 30% of these were returned completed, and from these 
we have gained considerable information. 

Although the final report of this study will contain both 
factual information gathered from all of these sources and the 
opinions and impressions of the numerous medical educators 
interviewed during the study, we have purposely limited our- 
selves in this preliminary report to a presentation of factual 
data. The apparent preoccupation with statistical material at 
this time is not to be construed as indicating disinterest in quali- 
tative considerations, but the limitations of time would not allow 
for adequate treatment of both. Any conclusions or recommen- 
dations mentioned in this preview must be considered tentative, 
since they are intended as springboards for the panel discussions 
that are to follow. 

DEFINITIONS 

It is necessary to define the term “postgraduate medical edu- 
cation” as it is used in this study. The definitions of “graduate” 
and “postgraduate” adopted by the Council on Medical Educa- 
tion and Hospitals of the American Medical Association in 
1953 distinguish the two fields on the basis of purpose. Graduate 
programs are those designed to prepare a phySician for entrance 
into a specific field of medicine as a specialty, whereas post- 
graduate programs are those primarily intended to keep the 
physician abreast of his own field and may include special train- 
ing in very narrow fields of medicine that are not in themselves 
specialties. 

Having by definition excluded graduate medical education 
from our consideration on the one hand, we must further use 
the process of exclusion to delimit postgraduate education as 
such from the other methods by which the practicing physician 
keeps abreast of his own field. There are five such areas of 
activity: first, reading of medical journals, books, and other 
literature; second, professional contacts with colleagues, con- 
sultants, detail men, and others; third, participation in hospital 
staff meetings and conferences; fourth, attendance at national, 
state, local, and special medical society meetings; and finally, 
attendance at postgraduate courses. It was found that, among 
the physicians who use any of these five elements of continua- 
tion education (above 95% of the respondents), the average 
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(median) amount of time devoted to these activities by a phy- 
sician equaled about 83 eight-hour days per year. (Although 
the sample of physicians, to whom the questionnaire was sent 
was selected completely at random, the 30% who responded at 
all doubtless represent the more interested physicians, so that 
this figure is bound to be much higher than that which would 
apply for all physicians.) This number of days is presented only 
as a point of reference, however, from which to determine the 
relative amount of time devoted to the five activities mentioned. 
About one-third of this time was spent in medical reading, about 
a third with various professional contacts, 23% at hospital staff 
meetings, about 5% at medical society meetings, and about 5% 
at postgraduate courses. 

It was also found that over 90% of the respondents felt that 
they should increase the time spent in all or some of these 
activities. On the average this increase amounted to about 30% 
in total time and was largely due to the fact that the amount 
of time they would like to devote to reading was almost double 
and that for postgraduate courses triple that which they cur- 
rently spent, while the time spent at the other three activities 
would be either only slightly increased or actually decreased. 
When the physicians were asked to rank these five activities 
in order of preference, reading, as we might imagine, was way 
out ahead, postgraduate courses ranked next, professional con- 
tacts and hospital staff meetings were next in that order, and 
medical society meetings last. 


CURRENT USE OF PROGRAMS OFFERED 
Having thus placed postgraduate education in its proper per- 
spective, let us look at the over-all quantitative picture before 
delving into considerations of objectives, methodology, and re- 
quirements. The Council’s data collected over the past 15 years 
show a fairly regular and constant rise in the annual attendance 
at postgraduate courses and at a more rapid rate than the in- 
crease in the physician population itself. About two-thirds of 
the directors of such programs believe physician interest in post- 
graduate education is on the increase; the opinion of the re- 
mainder of the group was equally divided between the beliefs 
that interest is remaining unchanged and that it is decreasing. 
In the past year some sort of postgraduate program was 
offered in every state in the nation by at least 320 institutions 
and organizations. The total number of hours offered in the 
over 2,000 courses on which we have complete data was 
140,000. The total attendance in actual numbers at these courses 
amounted to about 41,000 physicians, but, when each course 
was analyzed separately by duration, the total attendance was 
found to be about one and a half million physician-hours. The 
total hours offered will generally be used as an indication of 
offerings in this paper, and physician-hours of attendance as an 
indication of utilization. Inasmuch as we know that our data 
are not complete, all of these can be considered minimal figures. 
About 75% of the physicians who answered our questionnaire 
reported having attended some postgraduate courses in the past 
five years and averaged over seven days per year per physician. 
However, this was a mean average weighted upward by a rela- 
tively small group of physicians who devote a great deal of 
time to postgraduate education. The median average was about 
four days per year, which is probably a more realistic figure. 


OBJECTIVES 
With this over-all quantitative view of postgraduate educa- 
tion before us, we may now look into the specific elements of 
this field. The objectives of postgraduate medical education in- 
volve considerations of the specific aims of courses, the content 
of these courses, and the students for whom they are intended. 
To date it must be admitted that much of what has gone by 
the name of postgraduate medical education has had no clearly 
defined objective at all, but it is encouraging to note the re- 
newed interest in this fundamental problem that has been ob- 
served among those who are active in this field. Until post- 
graduate programs are designed to achieve specific aims, there 
is little likelihood that we will be able to evaluate critically 
the methods employed in them. 


Aims.—The general aim of postgraduate education as set 
forth earlier in the discussion of definitions is to keep the phy- 
sician abreast of his own field of practice, but the definition 
also included a reference to special courses in various fields in 
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which a physician may be interested for one reason or another. 
A classification of all courses has been designed that divides 
them into two basic groups, i. e., refresher courses, and special 
courses. Refresher courses are those designed to refresh the 
physician’s basic medical knowledge and skill in his own field 
of practice and may be intended either for general practitioners 
or specialists. They may be primarily either review of the fun- 
damentals of medicine or additive, in which case they are de- 
signed to impart to the physician the new advances in knowledge 
and technique in his field. Refresher courses constitute the 
primary concern of postgraduate medical education by defini- 
tion, and it is this type of postgraduate program that every 
practicing physician probably needs to some degree. The sec- 
ond class of programs includes those that serve the needs of 
only some of the physicians. These are the special courses, those 
designed to expand knowledge or skill or both in a limited field 
or subject of medicine. The physician may take such courses 
because his practice is heavily weighted in one or another field 
or subject, because there is a need in his area for part-time 
specialists in a certain field, or simply because he is specially 
interested in the subject. 

An attempt to classify the existing courses, with the limited in- 
formation available as to their aims, revealed a considerable dis- 
proportion between the offerings and utilization of refresher and 
special courses. The refresher group, although constituting only 
5% of the offerings, accounted for 20% of the utilization, where- 
as the special courses, which made up 95% of the offerings, 
accounted for only 80% of the utilization. When the physicians 
themselves were questioned on this point, over 80% ranked 
their refresher needs first and their needs for expanding their 
knowledge or skill in a special field or subject second. Although 
it is probable that some special courses are used for refresher 
purposes, the disparity between the offerings and the needs of 
the physicians for these two types point to a considerable need 
for more opportunities in the refresher group. 

Content.—The content of postgraduate courses is first deter- 
mined by the foregoing objectives and the specific group for 
which a course is intended. Concerning refresher programs, the 
broader the field and the greater the duration of the period of 
advances to be covered the longer the course must be to ade- 
quately treat the subject. There are several levels of knowledge 
that may be imparted to the physician in refresher courses. 
First of all, there is practical information that can be put to 
work the next day in his practice. Next, he needs to know about 
the advances in various fields, which local specialists or distant 
medical centers can make available to his patients. Finally, he 
is interested to know about the experimental clinical advances 
and basic theoretical advances in medicine that are going on in 
medical centers but that may not yet have any practical use. 
The physician questionnaire responses indicated a need for more 
emphasis on the practical level mentioned as well as on basic 
theoretical advances. 

The extreme variety of ways in which courses are titled 
makes classification by content very difficult. However, using 
broad groupings we find that 8% of the hour-offerings are in 
basic science, 5% in general medicine, about 33% in various 
medical specialties, over 45% in surgical specialties, and about 
9% in other fields. But the utilization figures indicate that the 
demand for general medicine and basic science courses is rela- 
tively greater than the supply in these fields as compared to 
courses in the medical and surgical specialties for which the 
reverse is true. In order to determine the relative need for over- 
all comprehensive refresher programs that would cover all 
aspects of medicine as compared to the individual selection of 
courses from among a varied group of offerings, the physicians 
were asked to indicate their preference. It was found that about 
20% preferred the comprehensive approach and 70% the indi- 
vidual selection method, while 10% had no preference. 


Students.—Instead of a group of undergraduate or graduate 
medical students who are committed to relatively long periods 
of training for which a certain clearly defined reward is to be 
had, here we are dealing with a group of practicing professional 
men whose purpose is to keep up intellectually and technically 
in their own field with no definite reward in sight. This is adult 
education in medicine and as such involves a number of factors 
that are not encountered in undergraduate and graduate medical 
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education but that are largely inherent in the nature of the 
students themselves. The physician-questionnaire returns, which 
showed a marked under-representation of general practitioners 
and a moderate over-representation of specialists, indicated that 
general practitioners and the part-time specialists devoted more 
time to postgraduate course attendance than did the full-time 
specialists but less total time in all five forms of continuation 
education. 

The number of years since graduation was used in an attempt 
to determine the significance of age. For those out of school 
for 10 to 30 years, about 75% report some attendance at courses 
in the past five years; for the group who graduated more than 
30 years ago, the attendance falls to about 50%. The 10 to 15 
years-since-graduation group leads all others in average number 
of days per year spent in attendance at courses. Attendance 
was found to be higher among members of state and local 
medical societies than among nonmembers, but no significant 
difference was observed between attendance of members and 
nonmembers of hospital staffs or national specialty societies. 
A definite positive relation was found to exist between number 
of years spent in internship or residency training and the number 
of days devoted per year to postgraduate education. It seems 
that the more medical education received, the more desired. 
Whether a physician practiced alone or in a group did not seem 
to affect average days’ attendance at postgraduate courses, but 
still the most frequently mentioned deterrent to attendance was 
the lack of a replacement to care for the doctor’s patients while 
he would be away. 


SURVEY OF POSTGRADUATE PROGRAMS 


Having defined the objectives of postgraduate medical edu- 
cation we are faced with the problem of how to achieve the 
goals that have been set. This includes the methods and tech- 
niques employed in postgraduate courses, the time arrangements 
and place arrangements of these programs, and the administra- 
tion of the whole process. 

Teaching Methods.—For the purpose of this study we have 
divided all teaching methods into participative, those in which 
the student learns through active physical and mental manipula- 
tion of things, people, or ideas, and didactic, those in which the 
student plays a passive role in the learning process by listening, 
observing, or both. The participative method includes such 
activities as laboratory work, clinical case study, and the round- 
table or seminar discussion. Lectures, panels, and demonstra- 
tions are examples of direct didactic teaching, while television, 
radio, telephone, and recordings are examples of the indirect or 
remote didactic method. 

All of these have been used to some degree in postgraduate 
medical education. The great majority of courses use combina- 
tions of the two basic types, but first-hand observation of many 
of these indicates that most of the teaching in so-called “com- 
bined” courses is really didactic, with only occasional use of 
participative methods. With this emphasis on didactic methods, 
it is of interest to note that the average attendance per course 
is about 50 physicians, which would indicate fairly large-size 
classes to allow for much student participation. The physicians 
themselves indicated in the questionnaire returns that they felt 
about 25 students per instructor was a maximum to allow for 
adequate participation during lecture courses, with an even 
smaller ratio for other forms. The physicians were about equally 
divided in ascribing considerable value to participative and 
didactic methods in postgraduate medical education. The one 
specific method receiving the highest value was the round-table 
discussion or seminar and the least-valued were indirect didactic 
methods of telephone, radio, or recording. Doubtless there is a 
need for all of the various methods employed in postgraduate 
education, but the evidence seems to indicate that there is a 
need for relatively more use of participative methods, which 
the physicians themselves would welcome. 


Time.—We have divided all courses into three types on the 
basis of time considerations: concentrated courses, which run 
continuously from start to finish over a period of several days 
or weeks; intermittent courses, in which the individual sessions 
are separated by a period of days or weeks and which may 
therefore extend over a long period of time; and finally the 
specially arranged course, in which the physician-student works 
out his own “tailormade” schedule with the program director. 
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Over 80% of the offerings are of the concentrated type, with 
about 15% of the intermittent type. However, over 50% of the 
physicians preferred the intermittent type while only 30% were 
in favor of the concentrated type, and the remainder had no 
preference. It would seem, therefore, that the offerings are 
somewhat at variance with the needs in this respect. 

When all courses were reduced to total duration in hours 
from which eight-hour days were reconstructed, it was found 
that about 90% of all courses were under one month in duration 
and about two-thirds of these were under a week in length. 
Courses of two days, three days, or five days were most frequent. 
The average physician in our survey felt that the maximum 
amount of time he could be away from his practice to attend 
such courses was about seven days, and no seasonal preference 
was found to exist. 


Place.—All courses have been divided according to location 
into intramural and extramural courses. The former are those 
given within a medical school or graduate or postgraduate medi- 
cal school, which in most instances are in large cities. The extra- 
mural group includes those given outside of a medical school 
either in large cities, in small outlying centers, or in the physi- 
cian’s home by indirect or remote means of communication. As 
might be expected the intramural group constitutes over 75% 
of the hour-offerings and the extramural group most of the re- 
mainder, but, by combining the intramural group with the large 
city extramural group, we find about 90% of hour-offerings and 
utilization are in large cities. 

In view of the foregoing it is not surprising to find that the 
average (mean) days per year spent in postgraduate courses by 
the physicians in our survey was highest for those in cities of 
1 million or more population but for some reason was lowest 
for those in cities of 500,000 to 1 million. It was found that 
about three-fourths of the courses attended by physicians are 
held within their own state or an immediately adjacent state, 
and 25% are held in a more distant state. In two-thirds of the 
cases they were willing to travel over 100 miles for concentrated 


courses, but on the average they would not travel more than 25 


miles for the individual sessions of intermittent courses. 

In the light of these findings, it would seem that there is some 
need for decentralized postgraduate medical education, which 
is being met in part by the use of the so-called “circuit” course 
of the intermittent type as well as by various indirect media that 
can bring the university medical center into the home of the 
physician. The most recent of these is the use of television on 
open circuit programs, either by the use of normally un- 
scheduled channel hours, or by a scrambling device. 

Administration.—The sponsors of postgraduate courses have 
been classified into five major groups. The first includes the 
medical teaching institutions, such as medical schools, graduate 
and postgraduate medical schools, and schools of public health, 
which taken together will be referred to as the schools. The 
second group includes all general and special medical societies. 
The third group includes all government agencies, principally 
health departments. The fourth includes independent medical 
groups such as hospitals, clinics, and the various postgraduate 
assemblies. And the final group is made up of public and lay 
organizations such as foundations, voluntary health agencies, 
and others. 

Almost 90% of the hour-offerings are by the schools, of 
which the small handful of graduate and postgraduate schools 
make up about two-thirds and the medical schools the remain- 
der. The schools, however, account for only about 45% of the 
physician-hours of attendance, the bulk of the remainder being 
spent in the programs of the national specialty societies and the 
postgraduate assemblies. About two-thirds of the organizations 
other than schools thought that postgraduate medical education 
was a basic area of responsibility of the medical schools, and 
over 80% of all schools and organizations canvassed reported 
that they cooperated with one or more other groups in putting 
on postgraduate courses. The courses given by the graduate and 
postgraduate schools were rated highest by physicians, the 
medical school courses second, a miscellaneous group third, 
those of specialty societies fourth, and the postgraduate assem- 
blies fifth. All these factors considered, it is safe to say that the 
schools play the major role in the whole field of postgraduate 
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medical education and will probably continue to do so, with the 
active support and cooperation of the other interested organi- 
zations in their region. 
REQUIREMENTS 

With the foregoing methods in mind, let us see what is re- 
quired to achieve our objectives in terms of facilities, faculty, 
and financing. These are obviously the requirements of any 
educational program, but, because of the unique features of 
postgraduate medical education, these factors pose some un- 
usual problems in this field. 


Facilities —The type of facility needed for postgraduate edu- 
cation is in many respects the same as that used for under- 
graduate medical education but not on the same full-time basis 
as in undergraduate programs. Over 80% of the courses last 
year used medical school, graduate, or postgraduate school 
facilities but were generally squeezed into momentarily unused 
quarters, put on at normally unscheduled hours, or were ex- 
pected to shift for themselves in search of a place to carry on. 
Over 50% of the physicians responding to the questionnaire 
were practicing less than 25 miles from a medical school. Re- 
membering that the average maximum distance physicians would 
travel for the individual sessions of intermittent courses was 
25 miles, it would seem that at least half of the postgraduate 
education needs of physicians could be handled at existing 
school facilities. Since 20% of the physicians preferred concen- 
trated courses, for which they expressed a willingness to travel 
over 100 miles, a total of 80% of the problem of facility location 
can probably be handled on the site of present medical schools. 
(It is of interest to note, however, that the average days per 
year attendance at postgraduate courses was lowest of all for 
those physicians living within 10 miles of a medical school. 
Otherwise the number varied inversely with the distance from a 
medical school.) 

There are seven institutions in the United States that bear the 
name graduate or postgraduate medical school, but most of 
these can be excluded from the postgraduate facility picture, be- 
cause some are really graduate institutions whatever their name, 
and some are institutions in name only with no real facilities. 
For all practical purposes, then, there are only three active post- 
graduate schools in the United States, only one of which is 
affiliated with a university. In addition there are two continu- 
ation centers that are used for postgraduate medical education, 
and at least one other is presently under consideration at this 
time. Such institutions occupy the middle ground between the 
postgraduate medical school on the one hand and the spasmodic 
use of undergraduate facilities on the other hand, and, in effect, 
enlarge the total volume of a medical school while at the same 
time giving a home to postgraduate education as well as living 
accommodations for the physician-student. 


Faculty—Much of what has been said about facilities can be 
said as well for the faculty for postgraduate courses. In all but 
a handful of cases, postgraduate teaching is an additional duty 
of medical faculties already heavily pressed for time. Only two 
of the graduate or postgraduate teaching institutions have their 
own faculties, and only occasionally has the medical school a 
faculty member a part of whose time is definitely assigned to 
postgraduate teaching. About three-quarters of the courses 
offered use some medical school faculty members, and about 
a third use some nonmedical school teachers. Among the courses 
given by organizations other than schools, only about a fourth 
of the instructors are derived from medical school faculties. 
Among a group of medical schools on which our data are 
complete, we found that only 45% of the total faculty hours 
devoted to postgraduate medical education were actually spent 
within the school itself, while 42% were outside of the school 
but within the same state, and 13% were outside of the state. 
Everything considered, medical school faculties are carrying 
the major load of postgraduate teaching at this time and prob- 
ably will continue to do so. However, so long as this part of 
their activities is an incidental responsibility, postgraduate teach- 
ing is likely to continue to be considered a secondary function, 
with all of the implications inherent therein. 


Finance.—Due to the great diversity of accounting proce- 
dures among the various groups involved in this field, as well 
as the fact that much of the expense of postgraduate medical 
education is hidden in the form of undesignated overhead and 
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other items, obtaining comparable data from one institution to 
another has not been possible, but among a group on which we 
have fairly complete data the postgraduate courses cost about 
2 million dollars for the year. A little over half of this was for 
payments to instructors in the form of honoraria or salary, over 
a third went to administration and overhead, about 5% for travel 
and expenses, and about 4% for advertising. Among 27 medical 
schools for which we have total expenditure data, as well as 
complete figures on their course offerings, we found that the 
average course cost about $20 per hour offered, but the range 
of variation from school to school was considerable. 

Among a group who answered the finance section of the 
questionnaire, there was a total income of 2.2 million dollars 
for the year, about a third of which was derived from their 
own institutional funds, another third from various contributing 
agencies, and a third from tuition fees, which are charged in 
all but 10% of the courses and average about $1.75 per hour 
offered. The 3,000 physicians who answered this part of the 
questionnaire reported that attendance at postgraduate courses 
in the past five years had cost them about 5 million dollars or 
about $350 per year each. About 15% of this was for tuition, 
about a third was for travel expense and living costs while away 
taking these courses, and over half of it was indirect cost through 
loss of income while away from their practices. However, al- 
most 50% of the physicians indicated that tuition fees should 
constitute a major source of financing postgraduate medical 
education, and another 10% suggested they be a minor source, 
while only 1% wanted courses to be entirely free. The other 
major source suggested by a high percentage of physicians was 
their own medical societies. It is apparent that the physicians do 
not expect the medical schools to pick up the check for post- 
graduate medical education. 


CONCLUSIONS 

Postgraduate medical education has become established as 
one of the essential methods by which physicians continue their 
education and will undoubtedly play an increasingly important 
role in this field as more and better programs are developed and 
as ways are found to allow the physician to leave his practice 
for such courses. It is, of course, important that the development 
of new programs be on the highest possible qualitative level, lest 
the initial interest of the physicians be dampened, thus setting 
the whole movement back. In some cases it may be necessary 
to wipe the slate clean, abandoning old wornout approaches, 
and proceed with well-defined objectives using methods that are 
both sound and practical. Much experimentation has and is 
being done in the postgraduate field, but this phase of medical 
education is still in the condition of the undergraduate phase 
in 1900 and the graduate phase 25 years ago. There is every 
reason to believe from the interest and enthusiasm that is pres- 
ently directed toward this field that this era may also see post- 
graduate education reach a stature comparable to that enjoyed 
by the others. This study will help to solve some of its problems, 
but much remains to be done, and this will require the co- 
operative efforts of all those who are concerned with postgradu- 
ate medical education 


HIGHLIGHTS FROM THE SURVEY ON 
PREPROFESSIONAL EDUCATION 


Aura E. Severinghaus, Ph.D., New York 


Just three years ago, in February, 1951, Harry Carman and 
| presented from this same platform an interim report on the 
progress of the survey that was being conducted by the Sub- 
committee on Preprofessional Education of the Survey on 
Medical Education. Last November at the Atlantic City meet- 
ings of the Association of American Medical Colleges, our 
Committee attempted in a panel discussion to present what 
we believed to be our more important findings as the study 
had been concluded. It was with some hesitancy, therefore, 
that I accepted Dr. Turner’s cordial invitation to appear on 
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this program, for I knew that many of you have the habit of 
attending both of these regularly scheduled meetings. 


OPPORTUNITY FOR SELF-EVALUATION 

Dickinson Richards won’t mind if I pass on to you this 
choice bit from a lecture that he recently delivered. Speaking 
of physicians and especially of medical educators, he said, 
“How we do get around! For our students we have thrown 
the lecture into outer darkness as an outworn remnant of an 
earlier pedagogic era; but for ourselves, we teachers continue 
to lecture to each other, almost incessantly. We dash around 
the country, indeed half way round the world, winter and 
summer, spring and fall, leaving our appointed tasks, such as 
teaching medical students, and when we get there what do we 
do? We sit down and listen to lectures, or worse still, we stand 
up and give them. Like Porgy and Bess, we can’t sit still: 


‘We're full o’ locomotion like an ocean 
full of rum. 

And we got to keep a jumpin’ to the 
thumpin’ o’ the drum.’ ” 


Moreover my hesitancy to speak again about our survey was 
not relieved by Martin ten Hoor’s recent article, “Education 
for Privacy,” which some of you may have seen in a recent 
issue of the American Scholar. Says Dean ten Hoor, “Never 
in the history of the world have there been so many people 
cccupied with the improvement of so few. To sharpen the 
point by a specific example: Never have there been so many 
people making a good living by showing the other fellow how 
to make a better one. If you are skeptical, 1 recommend that 
you try this exercise—add up, as of the current date, the sccial 
workers, planners and reformers; the college presidents, deans 
and professors; the editors of magazines, journals and news- 
papers; almost everybody in Washington, D. C., during recent 
years; and the tens of thousands of miscellaneous social-minded 
folks who attend conferences, workshops and institutes organ- 
ized for the improvement of the human racg@: . . You will 
then see what I mean when I say that this is the era of 
undiscriminating allegiance to good causes. To come nearer 
home, compute the sum of all college and university presidents, 
deans and professors who have in the last five years attended 
meetings devoted to the improvement of education. Compare 
that figure with the number of those who remained on campus 
working and you will find proof even in academia. 

“As further evidence,” he continues, “and as a striking symp- 
tom, there is the recent popularity of educational surveys. 
Most states and many institutions have experienced several. 
I have lived through eleven, without noticeable improvement 
in myself or my neighbors. Note the procedure and the tech- 
nique, for there you will find the moral. The surveyors are 
always from another state or another institution. This is in 
accordance with the well-known principle that an expert is an 
ordinary person who is away from home. These outsiders are 
brought in because of their objectivity, objectivity being the 
capacity for discovering faults abroad which you cannot recog- 
nize at home. To be a good educational surveyor or any kind 
of social analyst, for that matter—you must have a sharp eye 
for foreign motes but a dull one for domestic beams. You 
must be a contented extrovert, so that, after diagnosing the 
faults of others, you can continue to live in perfect comfort 
with your own.”! I assure you that the rest of this article is 
downright thoughtful, and, if you have not read it, you could 
do so with profit. 

For my own comfort at this point, I hasten to point out 
to you and to Dean ten Hoor, if he is listening, that his uni- 
versity was in some manner spared the participation in our 
survey, although we struck on all sides of him. Moreover, with 
premonition that he would appear on the horizon, we arranged 
the survey so that the 115 participating liberal arts colleges 
would make the study themselves. The role of our committee 
and the directors of the study was largely to set the stage so 
that the colleges could effectively do so. In organizing our 
survey, and I quote from our final report, “We took particular 
pains to point out that we were in no sense a self appointed 
accrediting agency and that we were not presuming to evaluate 
the colleges or to prepare a general indictment of liberal arts 
education. Ours was to be a fact-finding, not a fault-finding 
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mission—a venture in which we hoped to join with the colleges 
in an examination of their programs. In a very real sense, 
therefore, our visits were, for the colleges themselves, periods 
of collaborative self-inspection.”? 


UNITY OF ACTION FOR COLLEGES 


In the preparation of our final report, the more important 
findings were considered under a variety of heading that quite 
naturally became chapter heading, but it does not seem appro- 
priate at this time to attemp: sgain a systematic review of our 
discussion of the premedical student, the advisory system, 
liaison between college and medical school, the balanced edu- 
cation, the several disciplines, majors and the culmination year, 
the teacher and his methods, personal and social responsibility, 
and other topics. We are assuming that all of you intend to 
read the book! I wish rather to use chapter 4, “Liaison between 
College and Medical School,” as the key to what I shall say 
this morning in an attempt to stress the importance of liaison 
in every aspect of the educational venture. 

Now I don’t like the word “liaison.” | am never sure how 
it should be spelled or pronounced. Liaison has been so long 
associated with the military that to me it brings back memories, 
not altogether happy, of World War I. I was in the first 
contingent of New York boys sent to Camp Upton to form 
the nucleus of Company G, 308th Infantry, 77th Division. My 
army classification card indicaied a college graduate with 
graduate training in parasitology, biology, and chemistry; farm 
experience; the ability to handle a team and to cook; and a 
knowledge of French. Within 24 hours I was destined to 
become a liaison officer but, in the meantime, to be the com- 
pany mess sergeant. Now this is not as funny as it seems, for 
the French use the word “liaison” to refer in cooking to the 
bond or union that is introduced in a dish to combine the 
ingredients, usually a thickening made from the yolks of eggs. 
But neither the officer-training program nor the mess were 
ready to function, so, for the first week, I found myself in 
the closest sort of liaison with a span of army mules, pulling 
stumps under supervision of a hard-boiled regular army ser- 
geant—with whom, I might say, liaison was more difficult to 
establish. (Speaking of ingredients, try mixing yourself with 
Missouri mules, fresh pine stumps, and old regular army ser- 
geants. It is an experience.) I never got to be a liaison officer 
in France. On the night we were to leave for embarkation 
camp, my old classification card got a final going-over, my 
scientific background was rediscovered, and I was separated 
from my unit and ordered to the base hospital. My captain 
and battalion commander thought the order was an outrage 
and ordered me to sit in camp at least 72 hours with my full 
overseas equipment to give them time to kill the separation 
order; but the order wasn’t killed, and consequently I reported 
to the base hospital company 72 hours later than I was 
expected, again to an old regular army sergeant to whom I 
very carefully explained my delay. All he said was “O, yeh!” 
I lost my non-com stripes, but my good old classification card 
again established me in friendly liaison with another span of 
army mules, this time hitched to the hospital “slop-wagon.” 
It was a long week before Colonel Harlow Brooks and Major 
Russell Cecil, who were wondering why I had not reported 
to the medical laboratory as ordered, learned that I actually 
was around and put an end to my a.w.o.l. discipline. I don’t 
like the word liaison. 

But a search for a more satisfactory synonym is disappoint- 
ing. We rejected the word “rapport,” for, although it signifies 
a sympathetic relationship, it doesn’t imply action. Then, too, 
“rapport” is now commonly used in clinical circles, especially 
by psychiatrists, to describe the specific relationship between 
a physician and his patient. Nor does the word “contact” 
qualify, although it also is extensively used by the military and 
is popular with businessmen, especially insurance agents and 
fund-raisers, but it has a faintly unpleasant connotation, per- 
haps something of a rub to it, presumably to make the contact 
better. As one of our Chinese friends once remarked, “You 
Americans are often so aggressively friendly.” So we came 
back to liaison. When we used it we meant getting together 
for unity of action, the development of a bond between persons 
or between institutions that assures through mutual, coordi- 
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nated effort a better understanding of objectives and a better 
plan for reaching them. The crux of the concept is friendly, 
cooperative action—a willingness to work together. 


MUTUAL AWARENESS OF PURPOSE 


I wish now to deal briefly with only a few of the aspects 
of liberal arts education to which our survey gave attention 
and in which liaison seems especially important. My comments 
are based upon experiences in the liberal arts colleges, but 
everything that I shall have to say applies equally well to the 
professional school. The college, through established liaison 
w-th secondary schools, selects its students. It faces at once the 
basic problem of making certain that the entering students 
and the college reach some common understanding as to why 
they have decided to join together for a period of years in an 
educational adventure. This means that both the college and 
students must think about objectives and develop at least a 
reasonable degree of common purpose. Much remains to be 
accomplished in this area. Too many students begin their 
college careers without any thought of objectives; others, 
although concerned, become increasingly more confused. In 
spite of the disadvantages that result because premedical and 
other preprofessional students early in their college careers 
organize special-interest groups that tend to separate them 
from their other classmates, this much can be said in favor 
of this organizing: Students in these groups introduce into 
the college atmosphere a certain feeling of stability, and their 
declared objectives and obvious motivations to reach them 
are not infrequently recognized, envied, and emulated by 
non-committed students. 

It is precisely here that the college has the greatest obliga- 
tion and cpportunity. It must bring to every member of the 
student body an understanding and an appreciation of its own 
educational objectives. This certainly cannot be done unless 
the institution actually has basic objectives and unless the 
administration and the faculty, through well-developed liaison, 
not only know what these objectives are but are willing to 
subordinate their personal ambitions and work together in 
common cause to reach them. Such liaison is not easily 
achieved. It is hard on departmental empire builders, among 
whom are frequently the hardest-working and most effective 
teachers on the campus. It is equally hard on those who seek 
in the college a haven of intellectual isolation, who wouldn't 
for the world disturb their colleagues or involve them even 
in an educational adventure, and who are firm believers in 
the Golden Rule. 

Unity of purpose and action is not accomplished by a 
statement in the college catalogue, even though it be completely 
worthy and impressively phrased. For one thing, we discovered 
that too often students have never read the catalogues, and, 
if on occasion they refer to them, they do so to check on the 
vacation dates. There are campuses, however, where a sense of 
purpose so completely enters into the thoughts and actions 
of members of the college community that not only the stu- 
dents but even the short-stay visitors are made fully aware 
of it. In this atmosphere the academic program operates 
smoothly and successfully. An enthusiasm for what is being 
done and good fellowship have so obviously replaced the usual 
tensions that even the harried surveyor discovers himself more 
relaxed and comfortable. How does a school accomplish this 
enviable condition? Inquiry revealed at every level an unusually 
effective liaison. Freedom of thought and differences of opinion 
were respected, but the noncooperators, it was said, did not 
find the atmosphere congenial enough to wish to stay around. 

We noted also that these colleges consciously kept liaison 
with past traditions through such devices as the thoughtful 
hanging of portraits and well-placed historical displays. We 
remember particularly an inscription that occupied most of 
one wall in a so-called common room in which faculty and 
student-faculty groups met daily. Here in letters easily read 
from any part of the great hall was the message of an early 
president to a graduating class: “I suggest that you preach 
Truth and do Righteousness as you have been taught, wherein- 





2. Severinghaus, A. E.; Carman, H. J., and Cadbury, W.: Preparation 
for Medical Education in the Liberal Arts College, New York, McGraw- 
Hill Book Company, Inc., 1953. 





394 COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


soever that Teaching may commend itself to your Consciences 
and your Judgments. For your Consciences and your Judg- 
ments we have not sought to bind; and see you to it that no 
other Institution, no political Party, no social Circle, no Reli- 
gious Organization, no pet Ambitions put such chains on you 
as would tempt you to sacrifice one iota of the Moral Freedom 
of your Consciences or the Intellectual Freedom of your Judg- 
ments.” There was no question but that these words long since 
uttered still had pervasive power. Effective liaison was being 
maintained with a noble heritage. This is something to which 
many colleges with fine traditions might well give more serious 
thought. I often wonder what would result if every citizen, as 
a part of his educational experience, could be given the oppor- 
tunity to stand in the memorial to Thomas Jefferson in Wash- 
ington to read these words of his that have been carved into 
the stone: “I have sworn upon the alter of God eternal hostility 
against every form of tyranny over the mind of man.” 


STUDENT-TEACHER RELATIONSHIP 


Of the various liaison opportunities within the college struc- 
ture, none is more important than the teacher-student relation- 
ship. Although emphasis has shifted noticeably from teaching 
to learning, good teaching is more important than ever, if the 
learning process is to be effectively guided. The colleges, almost 
without exception, have professionally competent men and 
women on their faculties. Why then does one find so few out- 
standingly successful teachers? On the college visits that Dean 
Carman and I made together, we found it very interesting to 
talk with students whom we might chance to meet on the 
campus. After a brief friendly exchange in which we intro- 
duced ourselves and described our mission, we would ask the 
student if he could list two or three teachers whom he might 
regard some 20 years hence as having had a definite influence 
upon his life and thinking. We pccketed the slips of paper 
until a considerable number had accumulated and then tabu- 
lated the data. There was always a wide spread of names, but 
in almost every instance tally strokes piled up after one or 
two of them. We made it a point to meet these persons and 
discovered that they had certain qualities in common—an 
cbvious enthusiasm for their work, a friendly warmth, an 
evidence of sympathetic understanding, and the bearing of a 
cultivated gentleman. I think I can illustrate better than describe 
these qualities. If an expert at bridge or a low-handicap golfer 
by chance found himself in a foursome with three other 
persons, two of whom, although they had very little experience, 
liked the game, while the fourth was playing only because he 
was “stuck,” and if the expert conducted himself during the 
afternoon in such a manner that the three novices left con- 
vinced that he had not only shown them much but had 
thoroughly enjoyed h'mself, then he would have many of the 
qualities that these outstanding teachers seemed to possess. 

I might also tell you how a teacher can keep off the student 
tally list altogether. On one of our visits we knccked on the 
door of a professor’s room. We had been assured that he was 
in his office. Having knccked several times without response, 
we were about to leave when we heard someone coming toward 
the locked door. It was the professor himself who opened it 
and exclaimed, “Oh, excuse me, gentlemen, I thought it was a 
student knocking.” One recalls the words recorded by St. Luke: 
“Woe unto you lawyers! For you have taken away the key 
to knowledge . . . and them that were entering in, ye hindered.” 
You will recall that the lawyers of that day were teachers in 
the universities. 

Ancther way in which a teacher can be assured that he will 
soon be forgotten is to assume that his function is merely to 
transmit knowledge; that in his discipline he is the fountain-head 
and the students the empty-heads. By definition education is 
not a process of filling up but of drawing forth. If in addition, 
he makes a simple subject seem difficult, the more to impress 
his young friends, he may be building—but only his own ego. 
Traveling an equally broad road to oblivion is the teacher 
who responds with contempt, cynicism, or rebuke to “the 
stupid question” or ridicules the student who has chanced to 
forget the “obvious answer” that everyone should know. We 





3. Kubie, L.: Some Unsolved Problems of the Scientific Career, Am. 
Scientist 42: 105 (Jan.) 1954. 





J.A.M.A., May 22, 1954 


report with enthusiasm, however, that conference rooms are 
replacing lecture halls and round tables the row of classroom 
arm-chairs. Teacher-student liaison is at its best when they 
sit down together to explore a subject, the more experienced 
assisting the less experienced, but both obviously in search of 
new insight and truth. 


RESPONSIBILITIES OF EDUCATION 

And now you may ask, “With all of this emphasis upon 
liaison to reach objectives, what are the objectives?” There 
is no blueprint in our report suggesting the courses that a 
preprofessional student should take. We do, however, state with 
firm conviction what we believe a college program can hope 
to accomplish and that it is as much the responsibility of 
education to assist students to develop proper attitudes as to 
develop competence. To what ends competent men and women 
will direct their efforts depends upon their sense of values, 
and education must deal with value judgments. Our enthu- 
siasm for liberal education as the only sound foundation for 
professional public service is based upon this premise. The 
academic disciplines must join in offering to every liberal arts 
student the opportunity to know himself better and to appre- 
ciate his own place in society and the relation of his society 
to the total world order; to develop a basis for mature evalua- 
tion and decision in the controversial areas of professional and 
social policy, morality, art, and religion; and finally to acquire 
a comprehensive view of life and perspectives through which 
he becomes emotionally stable and soundly motivated, a happy 
and effective citizen. Men and women who are entering the 
profession of medicine today must be schooled in science to 
take their places in the continuing conquest over disease but, 
as Dr. Robert J. McCracken has recently said, “It is becoming 
more and more evident that the conflict of our times is a 
conflict in the realm of ideas, in the minds and souls of the 
peoples of the world.” 

Columbia university is celebrating this year its bicentennial 
with this theme: “Man's right to knowledge and the free 
use thereof.” A liberal and balanced education is the right of 
every liberal arts student, and, if given and encouraged to 
exercise this right, we can trust him to take his proper place 
in society. For education is designed not only to be acquired 
but to be used. Our bicentennial theme with the change of 
one word might well become the theme of liberal education: 
“Man’s right * knowledge and the sure use thereof.” 


NEED FOR SHORTER EDUCATIONAL SPAN 


I wish finally to draw attention to the total educational span 
and the urgent need for better liaison between its functional 
segments. Clarence Faust is probably right when he refers to 
the American educational system as “a patchwork of historic 
accidents.” The total formal educational span is already too 
long, and, for the person who contemplates a career in medi- 
cine, it can only be expected to grow longer. Better liaison 
between the educational stages offers perhaps the best im- 
mediate approach to this problem. A shortened educational 
span is a “must,” and someone will find the answers. We need 
not review the obvious personal, social, and economic hard- 
ships that a boy faces when he is obliged to spend 24 years 
of his life preparing to assume the responsibilities of life and 
profession. But there may be inherent evils that we do not see 
so clearly. Lawrence Kubie, for example, has recently pointed 
out that the longer the educational period, the longer it is 
before the economist “takes his economics into the market 
place. . . . The danger of [education] becoming more and more 
remote from reality increases steadily, because: (a) the student 
has so limited an opportunity to confront himself with external 
reality during the process of education; (b) the longer the 
educational process, the more it tends to select men who 
secretly want to escape external reality; (c) finally, it encourages 
his vanity by giving him premature opportunities to teach 
theories which have never been tested. These are the three 
basic threats to maturity throughout our system of higher 
education. The appointment of brilliant young theoreticians to 
professorial chairs merely serves to increase these dangers to 
the maturity of science in general, at the same time that it 
stunts the development of the individuals themselves.”* Perhaps 
the system is itself responsible for the cry in many quarters 
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that our students today lack the time-honored motivation for 
public service that are attributed to the “horse-and-buggy” 
doctor. 

You will forgive me, if, in this connection, I repeat one of 
Irwin Edman’s * delightful stories: “A few years ago there was 
a mutiny in Dartmoor Prison in England. The Chairman of 
the Royal Commission was not a man to study conditions at 
second hand. He went down to the prison itself and inter- 
viewed, among others, one of the oldest inmates in the institu- 
tion, one who had not been involved in the uprising. ‘What 
brought about this mutiny?’ he asked. ‘Quite frankly, what? 
The food, the discipline, what?’ ‘Well, sir,’ replied the old 
‘lag’ quite politely, ‘I have been a member of this prison man 
and boy for forty years. I think, sir, I may properly claim to 
call this place my home. Now some says one thing, sir, and 
some says another, but,’ he said lowering his voice, ‘It’s my 
belief, sir, we’re not getting the stamp of man in ’ere we 
used to.’” 

ATTITUDE OF COLLEGES TOWARD SURVEY 

Whatever the success of the survey, it will be due not only 
to the enthusiastic support of the committee and the devoted 
and strenuous service of the directors of study but also to the 
excellent liaison that was established in our visits to the parti- 
cipating colleges. The atmosphere was everywhere one of 
eager, friendly, open-minded cooperation. In sharpest contrast 
with the widowed Mrs. Bruce, who appears in the opening 
pages of Charles Ingle’s recent novel, “The Waters of the End,” 
and whom he characterizes in one devastating line, “Discussion 
of a topic in which she had a fixed opinion was argument, and 
argument was ill-bred,” we found in the colleges little evidence 
of fixed opinions but a ready response to any inquiry or 
discussion. In writing the final report we hope we will have 
given no reader the impression that we believe this to be the 
final word. 

As stated in the introduction of our report, “We have tried 
to focus attention on what we have found to be the more 
important areas of interest and concern in liberal arts educa- 
tion. If we have sharpened the focus in any of these areas and 
if we will have stimulated others to question, confirm, or ex- 
pand our findings, we shall consider our mission accomplished.” 


4. Edman, I.: Under Whatever Sky, Am. Scholar 23: 103, 1953-54. 
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PROLONGED NONOCCUPATIONAL ILLNESS 


The issue of THE JouRNAL of Aug. 8, 1953, carried a review 
prepared by the Council on Medical Service of the nationwide 
study of prolonged nonoccupational illness among employed 
persons made by the Research Council of Economic Security, 
Chicago. The review discussed the data presented in the Research 
Council’s first progress report and indicated that the preliminary 
data were of sufficient interest to look to future reports as the 
study progressed. It was stated then that “the completed study 
should give to all interested valid data with which to attack 
the important problem of prolonged non-occupational illness 
among the wage earners of this country.” The study is securing 
a record of the absences experienced by a 1% cross section 
(about 400,000 workers) of the nation’s nonagricultural private 
employment during a minimum period of 12 consecutive months. 
Only absences caused by nonoccupational disabilities (sickness 
and accidents) not covered under workmen’s compensation are 
included. Detailed information on each absence of more than 
four weeks is being assembled. 

The study has several interrelated purposes: (1) to compute 
the frequency and severity of prolonged absences (more than 
four weeks in duration); (2) to establish the relationships (if any) 
of the frequency and of the duration of the absence with such 
factors as age, sex, occupation, length of employment, type of 
industry, size of establishment, geographical area, type of 
employee benefit plan, and the company medical services (in- 
Plant or company-sponsored medical facilities); (3) to identify 
the disabilities principally responsible for the major share of 
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disability absenteeism; (4) to ascertain the cost of the absences, 
including medical care charges and wage losses; (5) to determine 
the extent to which employee benefit plans, insurance, and other 
prepaid medical care provisions meet the costs; (6) to note the 
economic impact of the absences; and (7) to delineate the areas 
in which action is necessary and in which action might be taken 
for decreasing frequency, reducing the severity, or meeting the 
cost of the absence or both. 

A second progress report, released last month, continues to 
indicate that the study should fulfill the objectives that have 
been set forth. The report consists of two parts. The first sum- 
marizes data showing the frequency and severity of prolonged 
illness—absences in 15 establishments that reported for the full 
calendar year 1952. The second part deals with the nature and 
costs of illness of a group of 1,212 prolonged absences. Again 
the report is primarily for the purpose of illustrating the kinds 
of analyses that the study will make possible. In addition to 
frequency and duration, there is information on the nature of 
the illnesses causing prolonged absences, the medical care costs 
and wage losses, and the extent to which these costs are met by 
employee benefit plans and other medical care insurance. 


DATA FROM PART 1 OF SECOND REPORT 


The 15 establishments, whose experience for the full calendar 
of 1952 serves as the basis for the report, submitted data cover- 
ing 22.778 person-years. Most of the establishments were large 
manufacturing units, employing between 1,000 and 5,000 work- 
ers, and were located principally in the east northcentral region. 
A similar group, described in THE JourNAL last August, had 
reported 9 prolonged absences (more than four consecutive 
weeks in duration) per 1,000 employees during the three months 
covered. The absence rate for the group in the current report 
was 33 per 1,000 person-years. 

The rate among the women employees was considerably 
higher than among the men: 43 per 1,000 for the former com- 
pared with 28 per 1,000 for the latter. However, this marked 
difference between the absence rates for men and women did 
not apply among salaried workers. There was a relatively in- 
significant difference in the rates of prolonged absence for men 
and women salaried workers, 16 per 1,000 person-years com- 
pared with 18 per 1,000. On the other hand, there were almost 
twice as many prolonged absences—62 per 1,000 compared with 
32 per 1,000—among female prodyiction workers as there were 
among male production workers. There were very marked 
differences in the absence rates of the production workers and 
the salaried workers. There were relatively twice as many pro- 
longed absences among male production workers as among 
male salaried workers, and more than three times as many pro- 
longed absences among female production workers as among 
female salaried workers. 

In the group of employees covered by this report, 25% of 
all recorded absences of one week or more were prolonged 
absences. The difference among male and female workers in 
the total group, as well as in the production group, was very 
slight. The only appreciable difference was among salaried 
workers. In this group prolonged absences among the men made 
up 19% of all absences of one week or more compared with 
14% for the women. We have seen that there was not much 
difference in the frequency of prolonged absences between male 
and female salaried workers. This was not apparently true as 
far as short absences were concerned; the men salaried workers 
were absent for short periods of time apparently less frequently 
than were the women salaried workers. 

The full impact of prolonged absences is better appreciated 
from the finding that these absences of more than four weeks 
were responsible for 62% of all the time lost during all the 
absences of one week or more. Among all male employees the 
duration was 5% greater than among the females and, among 
the salaried group, 16% greater among males than females. 
There was no difference in the duration of the prolonged ab- 
sences among the male and female nroduction workers. The 
absences lasted an average of 57 work days, with the absences 
of the men lasting somewhat longer than those of the women. 
The greater proportion of the very long absences among the 
female salaried employees brought the average number of work 
days lost for this group to 61, compared with 51 for the female 
production workers. The 33 prolonged absences represented a 
loss of 1,868 work days fer 1,000 employees. This is the 
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equivalent of seven and one-half man-years lost for every 1,000 
employees each year. 


DATA FROM PART 2 

The data used for the analyses described in part 2 of this 
progress report are from a group of 1,212 absences that occurred 
or terminated during the period January, 1952, to March, 1953. 
All of the absences were for more than four consecutive weeks 
and were caused by nonoccupational disabilities. Many were of 
employees of the establishments covered in part 1, but there is 
no direct or implied relationship between the two groups of 
data. The total group of absences was of workers who were 
employed in 32 establishments with a total employment of 
63,125. The exposure group for which the 1,212 absences were 
reported totaled 35,062 man-years. 

Characteristics of the Absentees.—Of the 1,212 absences, 844 
were of men employees and 368 of women. Among the absences 
of the men, half were of persons under 46.5 years of age. 
However, one third of the absences were of men 55 and older. 
Tabulating the ages of women absentees, the median age was 
found to be 39.4; only about one tenth of the absences were of 
women 55 years and older. The median length of employment 
among the men was 11.3 years; among the women 5.8 years. 
The men absentees included 107 salaried workers and 737 pro- 
duction workers. Among the women there were 107 salaried 
workers and 261 production workers. The absences have been 
grouped also by income for evaluation of such factors as medical 
care costs, wage loss, and the extent to which the provisions of 
employee benefit plans help meet these costs. The largest group, 
747 absences, involves workers whose annual earnings were less 
than $3,500. The second group of 325 absences includes the 
workers who were in the income group $3,500 to $4,999. Work- 
ers whose annual earnings were $5,000 or more make up the 
remaining 139 absences, with the minority, 116 absences, being 
of workers in the $5,000 to $7,499 bracket. 

Nature of Illness.—Diseases of the digestive system caused 
the largest number of absences, 346. Accidents, violence, and 
poisonings make up the second largest group, 154 absences. 
Diseases of the respiratory and circulatory systems were reported 
as the causes of 129 and 128 absences, respectively. Genito- 
urinary disorders resulted in 108 absences. Included in these five 
morbidity groups are 71.4% of all the absences listed. 

Two of the disabilities that caused the largest number of 
absences were hernia and appendicitis. Under current surgical 
practice a patient is ambulatory and is discharged from the 
hospital much earlier than was customary in the past. There 
may have been unreported complications in some of these cases. 
Extended convalescence, however, may still be necessary for 
these disabilities because of the physical demands of the jobs 
to which the workers are to return. 

Also among the largest number of specific illnesses causing 
absences were those involving stomach and duodenal ulcers, 
influenza, and pneumonia. These are illnesses for which early 
diagnosis is possible and for which prompt treatment in the 
early stages can effectively reduce the duration of the disability. 
This is especially true for the age groups represented in this 
particular group of 1,212 absences. It emphasizes the importance 
of investigating the extent to which diagnostic and treatment 
facilities are available and are being used. Another of the causes 
of a large amount of absenteeism that might be noted was 
hysterectomy operation, which accounted for almost 58% of 
the absences among the women who had diseases of the genito- 
urinary system. 

Age Distribution—The age distributions varied by disability 
group and by sex within each group. Among the absences due 
to diseases of the digestive system, 55.5% of the men and 75% 
of the women were under 45. Of the absences due to accidents, 
violence, and poisonings, 57.9% of the men were under 45, 
and more than half of the women were over 45. Among the 
absences due to diseases of the respiratory system, 65.3% of the 
men were over 45 and half of the women were under 45. Among 
the men whose absences were due to genitourinary disorders, 
72.2% were over 45; among the women, 69.5% were under 45 
As might be expected, 68.3% of the men and 52.4% of the 
women whose absences were caused by circulatory diseases were 


45 or over. 
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Gross Costs of the 1,212 Absences.—About three fourths of 
the absences involved some hospitalization. As a result, just over 
half, or 52%, of the total gross costs reported for the 1,212 
prolonged absences are charges billed by a hospital. Physicians’ 
and surgeons’ fees represent 37% of the gross costs. The sur- 
geons received 65% of these fees; the physicians, 35% for 
nonsurgical services. The fees for nursing services represent 
only 2.2% of the total gross costs reported. The remaining 
gross costs, 8.8%, consist of such miscellaneous charges as 
prescriptions, laboratory and therapy charges outside of a 
hospital, and prostheses. 

Group Plan Benefits—In all of the 32 establishments, some 
form of group insurance plan was in effect that covered all or 
part of the costs of hospitalization. In all but one, group plans 
paid benefits toward the cost of surgery. Group plans providing 
payments for certain physicians’ fees other than surgery were in 
effect in 19 establishments. Most but not all of the workers who 
were involved in the prolonged absences were covered by the 
plans in effect in their establishments. Some who were covered 
were not protected for the particular service required during 
the absence reported here. No benefits were reported as having 
been paid for 279 absences, 23% of the total. The benefits paid 
by the group plans, nevertheless, met a substantial share of the 
total gross costs reported for the absences. Under the group 
hospitalization plans, 80% of the total gross hospital charges 
reported were paid. Almost two-thirds, 62%, of the total sur- 
gical charges reported were covered under the plans. In contrast, 
the plans providing benefits for physicians’ fees met only 13% 
of the total charges reported. No benefits were available 
separately for the additional miscellaneous charges. All of the 
benefits combined paid under the group insurance plans met 
58% of the total gross costs reported. 


Distribution of Net Costs——The net cost of each absence, 
after all insurance benefits were paid, totaled more than $300 
for 140 of the absences. More than half of the absences (725) 
had net costs of less than $100. There is, however, a substantial 
group, 347 absences, with net costs ranging from $100 to $299. 
Among those persons who had annual earnings of less than 
$3,500, there were 216 of these absences or about 29% of the 
absences in this income group. One-fourth of the absences (84) 
among those who earned between $3,500 and $4,999 per year 
had net costs ranging from $100 to $299. 

Uncompensated Wages.—To the medical costs must be added 
the wage loss incurred, since prolonged absences from the job 
are involved. Among the 32 establishments, 29 had sickness 
compensation programs; formal paid sick leave programs were 
in effect in 25 of the establishments; and another 4 had informal 
arrangements providing paid sick leave. Not all of the programs 
covered all workers. 

In more than half of the absences (659), from 50 to 100% 
of the wages that presumably would have been earned had the 
worker not been absent were not covered by the compensation 
benefits. Of these, 547 absences indicated wage losses, in addi- 
tion to the medical costs, ranging between 50 and 74% of the 
wages that would have been earned had the workers not been 
absent. There were 346 absences (46%) in the income group 
under $3,500, resulting in uncompensated wage losses amounting 
to 50% or more. 


How Excess Costs Were Met.—Savings that had been put 
aside for some special purpose, such as the purchase of a house, 
car, or major household appliance, were reported by 37% of 
the absentees as having been used to meet the medical costs not 
covered by insurance. A substantial number reported the use 
of credit: loans were listed by 15%, and arrangements to pay 
bills under a deferred payment plan were reported by 13%. 
A little over 2% of the group indicated the sale of property 
or belongings to meet the medical costs. In 3% of the absences, 
a previously nonemployed member of the household went to 
work. Financial assistance from sources outside of the family, 
such as a private or public welfare agency, was reported by 
almost 4% of the absentees. It was found that at least 15 of 
these 48 absentees had received the assistance from a company- 
sponsored welfare or aid fund. 


SUMMARY AND CONCLUSIONS 


Prolonged illness among employed workers, measured by 
absences of more than four weeks due to nonoccupational dis- 
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abilities, occurs, apparently, at the rate of some 33 absences 
per 1,000 person-years. In terms of days lost from the job, these 
prolonged absences represent a serious toll. The frequency of 
these prolonged absences and the time lost are greater among 
production workers than among the salaried group, and greater 
among women production workers than among men production 
workers. The reasons for these differences need yet to be deter- 
mined. The degenerative, terminal, and chronic illnesses and the 
permanent disabilities are not alone responsible for the pro- 
longed absences. The largest number of absences were caused 
by such morbidity groups as the diseases of the digestive system 
and nonpermanent ailments and injuries. A large number of 
the absences involved persons under 45 years of age. 

The significance of the development of voluntary health in- 
surance, particularly of group programs in the employing 
establishments, is shown by the fact that the benefits available 
under all of the group plans in the establishments paid 58% of 
the total gross charges reported for the 1,212 absences studied. 
The net medical costs (over and above the insurance benefits) 
and, more important, the wages lost, remain substantial items 
for many of the workers. 

This study is revealing increasingly valuable information on 
the extent, nature, and especially the economic phases of pro- 
longed illness; we can expect to learn more about some of the 
causative factors and possible means of meeting the problems of 
prolonged illness. 
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MEDICOLEGAL ABSTRACTS 


Malpractice: Roentgen Burns Following Treatment for Cancer: 
Statute of Limitations.—The plaintiff sued for damages alleged 
to have been caused by the improper diagnosis and treatment 
of cancer, which resulted in necrosis and osteomyelitis. The 
suit was against the defendant hospital, the head of its depart- 
ment of radiology and an assistant in the department of radiol- 
ogy. From judgments in favor of the defendants, the plaintiff 
appealed to the district court of appeal, first district, division 
2, California. 

The plaintiff had had a sore on his tongue for about four 
months, so he consulted his local physician who took a specimen 
for a biopsy examination. It was discovered that the sore was 
an epidermoid carcinoma, and arrangements were made for him 
to go to the defendant hospital for treatment. He did so in the 
latter part of August, 1945, and it was then further found that, 
over and above the primary lesion under the tongue, nodes or 
a nodular mass under the chin were involved either by metasta- 
sis or direct extension. Treatment by roentgen-ray was decided 
upon, to be followed by operation on the neck after the primary 
lesion had been controlled. Plaintiff received the roentgen-ray 
treatment as an outpatient in the department ‘of radiology at 
the hospital. From Aug. 27, 1945 to Sept. 21, 1945, the plain- 
tiff received 8 intraoral treatments followed by 12 submental 
treatments (treatments from the outside under the chin). The 
treatments caused burning of the skin of the neck and inflam- 
mation of the mucous membrane of the mouth, which healed 
during October, 1945. The following May, the plaintiff was 
scheduled for the recommended surgical treatment, but, upon 
the advice of the defendant physician, head of the department 
of radiology, the operation was declined on the ground that it 
was no longer necessary, because the lesion, which had been 
regularly followed in the radiology department, had healed 
satisfactorily without signs of recurrence or metastasis. In the 
middle of January, 1946, however, pain had developed in the 
plaintiff's teeth and in a sinus in his gum; this was diagnosed 
as a probable early radiation necrosis, which must be watched. 
On March 8, 1946, the necrotic area in the gum had increased, 
and, after consultation with a doctor of the dental department 
and the president of the visible tumor clinic, an attitude of 
further watching and waiting, with oral hygiene to be given 
by the dental clinic, was decided upon. On June 16, the plain- 
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tiff was seen by one of the defendant physicians, who believed 
then that the area of necrosis on the lower alveolar ridge had 
become somewhat larger. On June 25 a slight improvement was 
found, and, on July 9 and Aug. 26, little or no change in the 
necrotic areas was noted. In a letter “to whom it may concern” 
given by an assistant in the department of radiology to the 
plaintiff on Aug. 26, 1946, the statement was made that plaintiff 
at that time had areas of osteo-radio necrosis of the lower jaw. 
On Dec. 10, another x-ray examination was made, but the 
roentgenologist could not decide whether the lesion shown was 
caused by osteo-radio necrosis or infiltration of carcinoma. 
However, in the beginning of January, 1947, painful swelling 
under the chin and pain in the lower jaw developed, and, when 
the plaintiff was seen on Jan. 8, the defendant radiologist said 
he thought the condition looked like osteomyelitis. It was de- 
cided that the plaintiff, as treatment for acute osteomyelitis, 
required hospitalization, treatment with penicillin, and oral 
hygiene but no surgical intervention at that time. The plaintiff 
expressed a preference under such circumstances to be hos- 
pitalized nearer to his home in the Peninsula Community Hos- 
pital at Carmel by Dr. Swengel. Accordingly, the head of the 
defendant’s radiology department wrote, under date of Jan. 10, 
1947, a letter to Dr. Swengel, describing in detail diagnosis and 
treatment of the cancer in 1945, the appearance and treatment 
of breakdown of alveolar mucosa and laying-free of the bone 
in the alveolar region in 1946, and the recent appearance of 
acute osteomyelitis and listing the following as advised treat- 
ment: “Hospitalization of the patient, systemic penicillin, and 
mouth hygiene, and no surgical intervention at the present time.” 
The plaintiff was hospitalized in the Peninsula Community Hos- 
pital at Carmel, treated by Dr. Swengel with penicillin, oral 
hygiene, and anodyns, and discharged on Jan. 22, 1947, as 
improved. During the year 1947, the condition of the plaintiff 
deteriorated greatly. When on Dec. 22 of that year he was ad- 
mitted as a veteran to the U. S. Naval Hospital at Oak Knoll, 
large collar-like submandibular masses with fistulas draining to 
the outside had developed; a large exposed area of the man- 
dible was necrotic; the mouth was in a foul condition; and, 
physically, he was emaciated from poor nutrition due to in- 
ability to eat because of the infection of the mandible. He 
was treated for radiation necrosis, osteomyelitis, and the gen- 
eral condition described with sulfadiazine and penicillin; the 
draining areas under the mandible were opened, oral hygiene 
was continued, vitamins were administered intramuscularly, 
and he was placed on a special diet and given calcium tablets. 
The general condition of the plaintiff improved, but the infec- 
tion with osteomyelitis continued backward toward the throat, 
and the necrotic mandible fractured, for which reasons on Jan. 
29, 1948, the diseased portion of the mandible was excised from 
the molar region on the left to the area between the first and 
second molars on the right. Further surgery was necessary be- 
cause of recurrence of osteomyelitis, and he was subsequently 
discharged from the naval hospital on July 20, 1948. 

The present action was instituted on Nov. 5, 1948. The first 
count of the plaintiff's complaint alleged in substance that the 
defendants, who treated the plaintiff as a paying outpatient, 
had been so negligent in the diagnosis and treatment of the 
growth on his tongue as to cause destruction of fleshy and bony 
tissue of the mandible, which were not involved in the illness 
to be cured; that defendants assured the plaintiff that such symp- 
toms were a normal result of the treatment given and would 
clear up within a reasonable time; that when the symptoms 
grew worse on Jan. 10, 1947, they refused to admit the plaintiff 
as a paying patient, reiterated said assurances, and told him 
that he should not permit surgical treatment of the mandible 
by other physicians; that until December, 1947, he received con- 
servative treatment by other physicians who also assured him 
that the affected tissue would eventually heal without any per- 
manent injury; and that, however, his condition deteriorated 
until in December, 1947, he was accepted as a patient in the 
U. S. Naval Hospital, where, in January, 1948, he heard for 
the first time that, during the treatment by defendants, the 
plaintiff's mandible had been severely burned and that, because 
of its vulnerable and denuded condition, osteomyelitis in the 
mandible had resulted. The second count added to the above 
allegations the contention that the defendants, to conceal the 
true facts concerning their negligence, knowingly and fraudu- 
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lently misinformed the plaintiff concerning the character and 
prospects of his later affliction and refused to plaintiff’s later 
physicians and surgeons information concerning medical history 
and treatment of plaintiff’s case. 

The defendants first argued that the suit was barred by the 
statute of limitations. They pointed out that written information 
given by the defendants and other assistants at the defendant 
hospital concerning the plaintiff's case history and treatment 
(to wit, the stated letters of Jan. 10 to Dr. Swengel and of Aug. 
26, “to whom it may concern”) negate any intent of fraudulent 
concealment; that there is no evidence whatever that the de- 
fendants’ representations to the plaintiff, if any, were made 
fraudulently, contrary to their better knowledge, for the pur- 
pose of concealment; and that the statute started running accord- 
ing to the normal rule on Jan. 10, 1947, the last day on which 
the plaintiff presented himself for treatment by the defendants, 
and the action was therefore barred on Jan. 10, 1948. Even 
if it be conceded that the relation of physician and patient be- 
tween plaintiff and defendants ended in January, 1947, and that 
there was no substantial evidence of fraudulent concealment 
sufficient to go to a jury, nevertheless plaintiff's action was not 
barred as a matter of law. The rule is well settled that in mal- 
practice cases the statute does not start to run until the date 
of discovery, or the date when, by the exercise of reasonable 
care, the plaintiff should have discovered the wrongful injury. 
In this case, said the court, the testimony of the plaintiff that 
he relied on statements of the defendant and of Dr. Swengel 
and a dentist that his symptoms were a normal result of the 
treatments, that they would clear up in course of time, and 
that he should not permit surgical treatment of his jaw, that 
he did not know the exact meaning of the technical terms used 
by defendants concerning his illness, and that only after the 
operation in Oak Knoll Hospital did he learn the true char- 
acter and cause of the injury to his chin, part of which testi- 
mony was corroborated by the plaintiff's wife, was sufficiently 
substantial evidence as to the delay in discovery to make these 
issues questions for the jury. 

The defendants’ second principal argument was in opposi- 
tion to the plaintiff's contention that the doctrine of res ipsa 
loquitur was applicable to the case. The plaintiff argued that 
there was here not only negligence in treatment but a distinct 
injury to a healthy part of the body (the jaw), not the subject 
of treatment and not within the area to be covered by it. It is 
not contended that the existence of such a situation was proved 
without conflict but that there was sufficiently substantial evi- 
dence of the existence of such a situation that said issue should 
have gone to the jury. The contention is without merit, said 
the court. Ordinarily, a doctor’s failure to possess or exercise 
the requisite learning or skill can be established only by the 
testimony of experts. In cases in which, however, negligence on 
the part of a doctor is demonstrated by facts that can be evalu- 
ated by resort to common knowledge, expert testimony is not 
required, since scientific enlightenment is not essential for the 
determination of an obvious fact. At the root of the res ipsa 
loquitur doctrine, therefore, is the inference based on common 
knowledge. Therefore, its application in the field of malprac- 
tice is restricted to cases in which a layman is able to say as a 
matter of common knowledge and observation that the con- 
sequences of professional treatment were not such as ordinarily 
would have followed if due care had been exercised. Only if 
the injury is distinct and separate from the operation and not 
within the area covered by it can a layman, on the basis of 
common knowledge, presume negligence, for it is also common 
knowledge that in the course of an operation, and of certain 
other treatments, like x-ray treatment here involved, injury to 
or removal of healthy tissue near to the diseased parts is often 
necessary or unavoidable and not an indication of any negli- 
gence. In this case the carcinoma, even if it had apparently not 
reached the jaw, was in an area near to it. The defendants say 
that an undifferentiated epidermoid carcinoma is the most 
dangerous and most wildly spreading type of cancer; that there 
were no means to obtain certainty as to how far it had spread 
or whether the mandible was involved or not; that at any rate 
to get the full required dosage to the original lesion for the 
purpose of destroying it, irradiation of the mandible was un- 
avoidable, although it was known that thereafter in a certain 
percentage of cases necrosis of the jaw might occur. There can 
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be no doubt, said the court, that the issues thus presented are 
purely medical and that no part of them is so obvious that com- 
mon layman’s knowledge could evaluate it without enlighten- 
ment by expert testimony. The uncontradicted evidence that, 
in a certain percentage of cases of x-ray treatment of carcin- 
oma of the mouth, injury to the mandible is unavoidable makes 
the res ipsa loquitur doctrine entirely inapplicable. 

Certain other contentions of the plaintiff with relation to the 
admissibility in evidence of testimony and the giving of in- 
structions were also overruled, and the judgment of the trial 
court in favor of the defendants was therefore affirmed. Costa 
v. Regents of University of California et al., 247 P. (2d) 21 
(California, 1952). 


Governmental Hospital: County Hospital’s Liability for Nurse’s 
Negligence.—This was an action for damages for personal in- 
juries alleged to have been caused by the negligence of the de- 
fendant’s nurses. From a judgment in favor of the hospital, the 
plaintiff appealed to the district court of appeal, fourth district, 
California. 

The plaintiff underwent an operation in the defendant hos- 
pital. While the patient was still under the influence of the anes- 
thetic, hot water bottles were placed near her body and legs, 
which resulted in severe burns necessitating painful skin grafts 
and causing permanent injury. In a subsequent suit for damages 
because of these injuries, it was contended that the defendant 
hospital district was an agency of the state, exercising govern- 
mental functions and not acting in a proprietary capacity, and 
that therefore it was immune from a suit for personal injuries. 
The plaintiff, on the other hand, contended that an organization 
acting under a grant of power from the state legislature is not, 
per se, a state agency; that it cannot be presumed that its activi- 
ties are solely governmental acts entitling it to immunity; that 
whenever any governmental entity acts in a proprietary field, 
it is liable for its acts of negligence; that the operation of a 
local hospital district falls within that proprietary field and is 
clearly distinguishable from a county hospital organized and 
operated under the Welfare and Institutions Code. Apparently, 
said the court, this question has not been decided insofar as it 
applies to a hospital district organized under the Health and 
Safety Code. The primary question, therefore, is whether, in 
the performance of the duties under consideration, the district 
was exercising a business function in a proprietary capacity as 
distinguished from a governmental duty. 

Since 1947, said the court, county hospitals have been spe- 
cifically authorized by statute to charge fees. It has been held 
that the imposition of a charge for service is not inconsistent 
with the exercise of a governmental function and that this does 
not, in itself, constitute any engagement in the hospital business 
on a proprietary basis. Any argument from the mere fact that 
local hospital districts are also authorized to charge fees is not 
necessarily controlling. The real purpose of the hospital dis- 
trict act, the court continued, is to make provision, in a portion 
of the state where hospital facilities are not available, for ade- 
quate hospitalization for the people in that vicinity. The method 
of formation of the district is similar to that of an irrigation 
district, and it has been uniformly held that an irrigation dis- 
trict is a governmental agency, within the meaning of the rule 
that such agencies are not liable for tort, so long as it operates 
only as an irrigation district. The Health and Safety Code pro- 
vides that the hospital shall be operated according to the best 
interests of the “public health” and the directors “may pre- 
scribe the terms up. n which patients may be admitted thereto,” 
shall fix such rates, insofar as possible, as will permit the hos- 
pital to be operated upon a self-supporting basis and may bor- 
row money in anticipation of the estimated tax revenue and 
other income. The operation of a public hospital, the court con- 
tinued, involving as it does the public health, necessarily and 
traditionally stands on a different footing from activities that 
have been traditionally commercial in their nature. The statute 
does not authorize or contemplate operation at a profit but 
directs that the district shall operate it in the best interests of 
the public health, merely attempting to keep its losses as low 
as it can. It is apparent that this act was a “welfare act.” There 
is no indication that the formation of such a district was for 
the purpose of competing with industry or labor or with any 
other hospital. We think, the court concluded, that it is clear 
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from the statutes regulating local hospital districts that it was 
intended that such hospitals be operated only in a governmental 
capacity. 

Accordingly the judgment of the trial court, holding that the 
defendant hospital district was not liable for the torts of iis 
employees even so far as a pay patient is concerned, wes 
affirmed. Talley v. Northern San Diego County Hospital Dis- 
trict, 246 P. (2d) 970 (California, 1952). 





BUSINESS PRACTICE 








This is the third in a series by these authors on various phases 
of business practice. In this article the authors suggest means 
by which the physician can prevent the building-up of delinquent 
accounts.—ED. 


KEEPING ACCOUNTS CURRENT 
Chester Porterfield and Geoffrey Marks, Seattle 


Previous discussions in this series have indicated the relative 
worthlessness of long-outstanding accounts receivable, which 
too many physicians regard as the basis of their security,’ and 
the urgent need for physicians to establish adequate, effective, 
and routine collection procedures in their offices.2 Of even 
greater importance, however, is the prevention of delinquency, 
and primary emphasis therefore should be placed on preventing 
the building-up of delinquent or uncollectable accounts by 
“keeping accounts current.” 

In spite of the high and increasing percentage of patients 
carrying some type of accident and health insurance, the basic 
premise remains that the patient is financially responsible for 
the cost of his medical care. The contractual relationship be- 
tween the physician and patient remains as before, and it is 
only by default of physicians and their staffs that the impression 
has been built up among patients that they are relieved of this 
responsibility. Most such insurance plans are on a “reimburse- 
ment” basis, and the physician has entered into no financial 
arrangement with the insuror beyond the courtesy of aiding the 
insured with his claim for reimbursement. The principle is that 
of co-insurance, with the insurance company undertaking to 
meet specific medical costs up to a specified amount; the intent 
is closely parallel if not exactly that of the deductible type of 
automobile collision policy. 

These separate relationships have been somewhat obscured 
in many instances by the growth of insurance plans, largely 
physician-sponsored, in which the physician directly bills the 
insuring organization and is paid directly by it. While this type 
of plan has created its own new group of problems and has to a 
considerable degree encouraged patients in their attitude of 
disclaiming responsibility, a collection problem does not gen- 
erally exist, and our concentration, therefore, will be on ac- 
counts that are not automatically collectable. These include not 
only those of patients who carry insurance, to which reference 
has been made, but also those of all other patients whose re- 
sponsibility it is to pay their physician and pay him promptly. 
The patient, however, will not be more than vaguely aware of 
this responsibility unless it is clearly brought home to him and, 
as a matter of human procrastination, he will avoid it unless 
itis made easy for him to meet it and imperative that he do so. 


HOW ACCOUNTS CAN BE KEPT CURRENT 


Keeping accounts current is a matter of establishing prin- 
ciples that will and must be followed routinely by the physician 
and his staff; we will consider these principles rather than out- 
line specific procedures, since they must be adapted to the 
special needs of each practice. The degree of success experi- 
enced with these principles will depend upon the fitness of their 
application, on the basis of thorough analysis of the practice, 
and the perseverance with which they are applied. We will 
refer at this time mainly to the moderate single-visit charge, 
which is responsible for the greater percentage (in point of 
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number) of total accounts and of delinquent accounts, rather 
than to the handling of major fees, which will be the subject of 
future discussion. 


Determine a Charge for Each Service.—It is important that 
the physician and his staff know the charge for each service at 
the time it is performed. This is the primary point of departure, 
and its importance in getting the patient to pay at that time 
need hardly be argued. This first requires that the physician 
establish standard fees for his various services, on whatever 
basis he feels they will be fair to the patient and to himself. 
With this schedule available for reference, he can in a minimum 
of time arrive at the cost to the patient of each particular visit, 
no matter how many separate services were performed. Equally 
important, he can recognize when a scheduled “office visit” 
turns into a considerably more extensive service that should 
carry a higher fee; this can readily be explained and accepted 
at the time but will almost certainly be challenged at a later 
date when the patient has forgotten the circumstances. In set- 
ting up and applying his personal schedule of fees,*the physician 
must remind himself that there is no such thing as an office 
visit. He may examine, diagnose, consult, perform or prescribe 
treatment, give education in therapy, reexamine to confirm diag- 
nosis, or determine the progress of therapy; all are different 
services that individually or in combination may carry different 
fees. When he makes these important distinctions and sets up 
his charges in accordance, he will have escaped from much of 
the guesswork that he inflicts on himself in estimating what he 
should charge for a particular office visit, from the loss of in- 
come resulting from his frequent “under-estimations,” and from 
the accusation of a sliding scale of fees and arbitrary charges. 
His staff, who have to carry the brunt of explaining charges for 
his services, will be in a far better position to do so quickly and 
convincingly than if the financial records merely show the 
familiar entries “o. v. $3.50, $5.00, $12.50.” 


Tell the Patient the Charge.—The patient must be told the 
service and the charge at the time of the visit. This is primarily 
a matter of setting up mechanisms in the form of records and 
routines that will make certain that the charge information 
arrives at a strategic location by the time the patient does. 
Preferably, the doctor himself should tell the patient both the 
service he is performing and its cost, and he can most easily 
do it when he records them. In the relatively small office, the 
medium may be the simple one of escorting the patient to his 
secretary as he gives his final instructions, then telling the 
secretary in the patient’s presence what service and fee notations 
to put on the financial record. The financial record, if in con- 
venient card form, may be sent in to the physician with the 
history, and his charge notations made directly on the card, 
which he then hands back to the secretary on dismissing the 
patient, mentioning the charges as he does so. (We would not 
conscientiously advise this procedure to any physician who has 
the habit of deliberating or pondering over his records or who 
has ever caught himself misplacing or pigeon-holing them.) In 
larger practices and groups, more formal media for transmitting 
information are required; these may take the form of patient- 
visit slips or charge slips, simple or detailed but preferably 
serialized, with one or two carbon copies. When such a slip is 
made out at the beginning of a visit, the patient knows that it 
will accompany or precede him and that, while it may also serve 
to give orders to laboratory or other staff departments or for 
scheduling future appointments, it is primarily an honest, 
straightforward means of immediately informing him what the 
service will cost. The various firms specializing in the design 
and printing of such business forms and the accompanying 
equipment have a wealth of experience in adapting them to 
meet individual requirements, and the range of variations makes 
it possible to meet the needs of almost any practice. Some 
typical examples of such forms are illustrated in a previous 
article in this department.* 
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Facilitate Payment.—When the goal is to encourage current 
payment of small charges, any obstacles to the patient’s con- 
venience in doing so must be avoided. The patient’s departure 
route must provide for a single stopping point, usually the 
reception desk, where future appointments or other details can 
be arranged, to which the charges data are returned and which 
is convenient to the financial records. There should be adequate 
counter or table space, other than the receptionist’s or secre- 
tary’s desk, where the patient may put down packages or hand- 
bags and on which checks can be written. Observations, made 
in offices of pediatricians provoke the incidental comment that 
a crib next to the counter in which to place the infant might 
greatly increase the number of parents who would be inclined 
to stop there long enough to make a payment instead of hurry- 
ing past in the preoccupation of trying to cope with their double 
armful! Facilities for making change and giving immediate 
receipts are obvious necessities. Even more important, a depart- 
ing patient should never be made to wait more than a minute 
or two for attention; if the secretary or receptionist is otherwise 
occupied, his presence can at least be acknowledged immedi- 
ately. The employee should realize that attending to the patient’s 
parting needs, even at her busiest moments, is certainly as im- 
portant as any other of her duties. 

Make Clear Insured Patient’s Responsibility —The necessity 
for the doctor or a member of his staff to make it quite clear 
to his patient that the fact that he carries insurance in no way 
alters his basic obligation to the office has already been 
stressed. However, there is with insured patients the possibility 
of considerable misunderstanding in areas other than who is 
to pay whom. While the majority of health insurance plans are 
excellent, so far as they go, few of them offer really complete 
coverage to the insured, in respect either to type of service or 
to duration of treatment for a particular condition. At the same 
time they have widely differing standards of accepted fees for 
particular services and of conditions under which such services 
may be authorized. While this is certainly the privilege of the 
insuring organization and adequate controls are essential to 
prevent abuse by patient or physician, the net result is a master 
plan for misunderstanding and dissatisfaction. 

The first principle in dealing with the patient who presents an 
insurance policy or authorization is, as we have seen, that the 
office make it clear that, insurance or no, payment always re- 
mains his responsibility. He must further be made to understand 
that his responsibility extends to providing the insurance infor- 
mation, clearances, or forms and to following-up with whatever 
further reports are required of him. This approach is important 
from the practical viewpoint in that it will help relieve the 
administrative pressure upon the office and better assure prompt 
and accurate processing of reports and claims. It is equally 
important from the psychological viewpoint, since it enforces 
a measure of cooperation on the patient in the financial relation- 
ship and extends his often limited knowledge of what his in- 
surance premium has bought him. Neither the doctor nor his 
secretary can afford the time to explain in detail all the fine- 
print rules and exclusions in most health insurance policies nor 
can they be expected to know all the variations in coverage of 
different group policies sold by a single insuring organization. 
In our opinion such details are not properly their province; the 
doctor-patient relationship is an exclusive one and must remain 
as nearly so as possible. 

Billing for insured care under the majority of plans is properly 
directed to the patient, and the patient should understand this 
in advance. A convenient means of implanting the idea is to 
present the first statement in duplicate at the time of the final 
service that the insurance will cover, keeping a third copy in 
the office for reference until the bill is paid. If, as in many 
cases, the insurance company will pay the patient on presenta- 
tion of his receipted bill, this should be called to his attention 
with the suggestion of immediate payment, so that the duplicate 
and receipt can be forwarded by the patient without delay. 
(This is an excellent suggestion to make in any case and avoids 
the occasional embarrassment and unpleasantness when a 
patient receives and cashes an insurance check but doesn’t pay 
the doctor’s bill.) Subsequent month-end billings are sent directly 
to the patient, and, if payment from some source is not received 
within two months, we customarily suggest that a mild reminder 
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note inquiring about the insurance and noting that the charge 
is still the patient’s responsibility be sent in lieu of a statement 
and that this be followed up if necessary with collection letters 
written in a severer tone. 

Disallowed Claims: It is unfortunate when services are per- 
formed in good faith but without adequate investigation and 
the insuror disallows them for one reason or another. This 
situation is only the doctor’s fault so far as he and his staff 
have not been sufficiently thorough in verifying the details in 
advance, but nonetheless he customarily bears the brunt of the 
patient’s annoyance and disappointment at having to meet a 
medical bill he did not anticipate. Stressing in advance that 
payment is the patient’s responsibility and requiring authoriza- 
tion for services that might not be covered will partly avoid 
this unwarranted blame. When, in spite of precautions, a charge 
is disallowed, the preferred approach is for the office immedi- 
ately to contact the patient, expressing sympathy at what has 
occurred and explaining as clearly as possible, with the strong 
inference that the doctor has acted in the same good faith as 
the patient. If direct contact with the patient cannot be made, 
a personal note stating the total costs, the portion covered by 
insurance, and the balance due is a more effective means of 
informing the patient than a laconic statement or bill showing 
the disallowed charges. If the patient cannot or will not under- 
stand the reasons for disallowal, he should be referred to 
the insuror, who should have made the policy coverage clear 
in the first place. Thereafter, the doctor and his staff must 
remain sympathetic but firm bystanders. 

Limitations of Insurance: While comprehensive health in- 
surance plans are on the increase, largely in the group field, 
and their advance is based on the generous desire to provide 
full protection against all medical costs, these plans are in- 
evitably expensive to operate and maintain and, in our opinion, 
will never provide universal and total coverage unless heavily 
subsidized by employers or government. Thus, the greatest field 
of insurance protection will probably continue to be for hospital 
and surgical costs, with the patient himself meeting the expense 
of so-called minor illnesses and medical care in the physician's 
office. For most families in most years, the latter represents the 
major medical care outlay. On the physician’s side, the vast 
majority of practitioners will also continue to perform the 
majority of their services in their offices and in small units. 
Most patients do not fully understand the limitations of their 
insurance, and physicians therefore cannot escape their own 
responsibility in facing the apparently distasteful task of ex- 
tracting from patients the money they have earned. Too often 
they hopefully assume that everything will be covered by the 
insurance policy that has been mentioned and avoid reference 
to the patient’s responsibility. 

Even in large group plans in which billing will likely be made 
to the insuror, there is frequently a provision for making in- 
dividual charges to the insured patient whose family income is 
above a stated annual figure. Our experience has been that this 
stipulation is often overlooked in medical offices either because 
the doctor and staff do not know about it, or, more often, be- 
cause they are emba: zassed at asking such questions of patients. 
We have known patients to become upset or angry or to give 
obviously fake answers when asked the amount of their annual 
income, but this has generally occurred when they were being 
grilled by a loud-spoken secretary within hearing of other 
patients. This is an extremely personal question to most people, 
even more than those regarding such items as age, employer, 
and type of work, and it automatically generates resentment 
when asked in the wrong time, place, and manner. Some group 
plans stipulate that the patient is to fill out the basic information 
at the top of the monthly services voucher at his first visit for 
the month, and it is easy for the secretary or receptionist to 
call his attention to the place on the blank where he is to 
indicate salary status and to be sure that it is completed. In 
other group plans, the person’s insurance number within the 
group carries a code indicating salary status. Finally, if the 
patient remains uncooperative, a phone call to the insurance 
office will quickly produce the desired information. In this last 
instance, tact is called for when the patient is faced with the 
facts, and the office must take special pains to leave no room 
for misunderstanding whenever a personal charge is presented. 
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Such charges must be billed and followed up regularly and 
routinely or preferably collected at the time of service, since 
there is otherwise strong opportunity for delinquency. Patients 
like to think that their insurance “covers everything.” 

Our emphasis in these suggestions to avoid frictions in 
handling insurance-covered care is, as always in our approach 
to fees, on achieving an initial understanding as to details and 
mode of payment. We recognize that patients are likely to be 
vague about details and to attempt to escape financial questions 
with the magic words, “I have insurance.” However, they will 
seldom refuse to give information when asked, in the right sur- 
roundings, by someone whose words and attitude confirm a 
strong, sincere desire to help them. 

Mutual Responsibility: There is one further aspect of patient 
responsibility and of the physician’s as well that is important 
in their relationship. The patient must know the cost of the 
service even when the insuror is billed and the physician is paid 
directly. When patients under group plans make unnecessary 
or unreasonable demands, it is often because of the tendency 
to ignore cost and to forget the fact that in the end they must 
pay it by their premiums. When they do not know that the 
physician is accepting a lower fee than his established minimum 
(as his contribution to the success of the plan) they are likely 
to belittle both the physician and service and to demand even 
more service; then, out of annoyance at these uncooperative 
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wide variations in attitude within a single practice, reflecting 
the doctor’s frame of mind, relative financial security, or 
changes in personnel. A factor that we find to be increasingly 
operative, as the purposeful attention to financial details de- 
creases, is carelessness in respect of spelling patients’ names, 
recording their correct addresses, and keeping track of changes 
in address. In setting up a collection program in such offices, 
this is a major obstacle that we must overcome. 


Surveys of Account Status—In our initial analyses and in 
the course of our continuing management service to our clients, 
we have found surveys of their patient accounts valuable in 
determining trends and as aids in the design of new administra- 
tive procedures and records to enforce the operation of the 
“pay-as-you-go” pattern. While we are perhaps unable to quote 
an “ideal” case, we can cite one new practice that was organized 
and planned with the determination to be practical and realistic 
in all financial dealings. The doctor, a highly-qualified general 
surgeon, felt that the suburban neighborhood he had chosen 
for his office justified his accepting a moderate amount of medi- 
cal practice instead of limiting himself to referred surgical cases; 
he therefore knew that he would be putting a fairly large num- 
ber of small or moderate charges on the books as well as major 
surgical fees. In the first nine months, with the practice showing 
a better-than-average growth, receipts lagged behind charges 
by less than two months, and at the end of that time the total 


TaBLeE 1.—Record of Accounts Receivable 





Active 
Under 3 Mo. 


— _ ~~ EF 


“ 

No. of Value of 

Acc’ts, Ace’ts, 
% of % of 

Range Total Total Dollars 

Be 8 BR on dietinccctddcceusiocseuséns 69.6 67.3 10.00 
SG dcke tals adittnighinedetwdsadletde 87.0 86.4 36.40 
$50-$100 82.3 78.5 72.50 
Over $100 . 100.0 100.0 175.31 
Pn ae ee ee 74.9 83.7 32.35 


Average, 


Delinquent 


No. of Value of No. of Value of 
Ace’ts, Ace’ ts, Ace’ts, Ace’ts, 

% of % of Average, % of % of Average, 
Total Total Dollars Total Total Dollars 
20.8 22.9 11.31 9.6 9.8 10.41 

13.0 13.6 38.00 0 0 0 

11.8 14.3 92.50 5.9 7.2 93.00 
0 0 0 0 0 

17.8 12.0 19.75 7.3 4.3 17.30 


Total Period 


$25 or Less $25-$50 


ee A —_ cr = a 
No. of Value of No. of Value of 
Ace’ts, Ace’ts, Ace’ts, Ace’ts, 

% of % of Average, % of % of 
Total Total Dollars Total Total Dollars 


70.5 25.1 10.30 14.1 17.8 36.60 


Average, 


$50-$100 Over $100 


f= ———_— "ili ag gc Sige ne 
No. of Value of No. of Value of 
Ace’ts, Ace’ts, Ace’ts, Ace’ts, 
% of % of Average, % of % of Average, 
Total Total Dollars Total Total Dollars 


10.4 27.4 76.10 4.9 29.7 175.31 





patients and to make up for their lost income, some physicians 
may begin to order unnecessary services and to inflate their 
billing to the insuror. This cycle of mutual irresponsibility has 
forced many insurors to increase premiums, has discredited 
other plans, and in several recent instances has led to with- 
drawals of underwriters from the field of health insurance. 


HOW DELINQUENCY CAN DEVELOP 

The physician must analyze the actual flow of patients in 
and out of his office, as symbolized in the size and distribution 
of their financial accounts, in order to determine the critical 
phases and weak points of the financial relationship. If he does 
not determine these weak points and then set up procedures 
based on the principles outlined, his accounts will not be kept 
current and delinquency will develop increasingly. Depending 
on the physician’s attitude and ability to organize his office in 
respect of collections, we have observed the following major 
patterns: 1. Major fees are scheduled for regular payments, and 
small individual charges are paid at each visit or at least met 
each month. This is obviously the ideal. 2. Major fees are 
scheduled for regular payments, but either small charges are 
not presented while the patient is in the office, or no attempt 
at collection is then made. This is the most frequent pattern 
we have found in our initial studies of practices. 3. No con- 
certed effort is made to present fees of any size or to discuss 
them with patients. This is the unfortunate situation we find 
in most practices in which severe financial delinquency exists. 
These patterns are not mutually exclusive, and we usually find 


of outstanding accounts equaled 1.75 times current average 
monthly charges. At that time, we analyzed the accounts 
picture in terms of the number of accounts, size of unpaid 
balance, and age, with the results shown in table 1. 

The most significant point is the minimum number of the 
larger accounts beyond three months in age, and the fact that 
nearly one-third of the “under $25” group were by definition 
in a delinquent status. The doctor acknowledged that he would 
occasionally slip up on presenting charges for each visit to some 
of the “casual” or semi-emergency patients, and almost without 
exception these were the ones who, when billed for an average 
of $10, did not immediately respond to the statement. The 
major accounts, those over $100, showed the best record by far, 
with none outstanding longer than three months. Of these, all 
representing surgery, closer inspection showed that around 60% 
were private billings that the patient himself was to meet, and 
40% were covered by one form or another of insurance. In 
this connection, we noted that the members of the community 
are persons, preponderantly in the middle-income bracket 
and of first and second generation Scandinavian descent, whose 
traditional frugality is balanced in this instance by primary 
economic dependence on a declining industry. Aside from this 
surgeon’s own organized efforts, there were no apparent factors 
that would have predisposed such an unusually good initial 
record. His only weakness was in the handling of small charges 
for emergency office visits, and this is reflected in the fact that 
70.5% of the number of all accounts receivable are for sums 
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under $25. Since the emphasis of the practice is, however, on 
the surgical specialty, these accounts had little opportunity to 
mount up in dollar value as they might in a general or medical 
practice. 

In another study of account status, this time in a long- 
established small group practice, we found a more typical pic- 
ture. The members of the group felt that their collections were 
excellent and cited previous and current ratios consistently 
above 95% as proof. They were, however, dissatisfied with the 
chronic situation of delays in billing charges to patients, with 
statements going out from 10 days to two weeks late as a rule 
and with frequent omissions of charges and payments from the 
previous billing period. They feit that inefficiency in the business 
office was the cause and hoped the study would show ways of 
streamlining its operation; some members were in favor of 
cumulatively posting statements during the month and of detailed 
itemizing of the statements to justify charges. While such a 
procedure has some practical advantages for large offices, our 
experience has been that itemization, beyond that for various 
members of a family group or for special services performed, 
seldom if ever encourages more rapid payment or assures satis- 
faction on the part of the patient. In this group, however, we 
were able to point out an additional consideration—that, under 
the condition imposed by other factors, cumulative itemization 
would essentially double the daily posting job and gain very 
little time in the preparation of statements. The other factors 
that had overloaded the business office were, primarily, prob- 
lems of cumbersome and inadequate methods of transmitting 


TABLE 2.—Comparison of Percentage Distribution of Delinquent 
Accounts Against All Accounts 


Inactive Delinquent 








Accounts All Accounts 

weenie ae 

Per Cent Per Cent Per Cent Per Cent 
of of of of 

Total Average, Total Total Average, Total 

Range No. Dollars Amount No. Dollars Amount 
#25 or less 5d 12.95 13 62 10.72 15 
$25-$50 20 37.75 14 17 36.50 14 
$50-$100 10 78.20 14 10 72.75 17 
Over $100 15 215.00 59 11 215.75 54 
Total 100 53.50 100 100 44.50 100 

(800) ($43,000) (3,500) ($155,000) 


charges and receipts for posting, of delays by the doctors in 
recording charges, and of a corresponding negligence on their 
part in informing patients of cost at the time of service. 

The combination of factors produced the following picture, 
which became apparent as we analyzed the accounts receivable 
themselves. The total in the 3,500 private accounts was about 
$155,000; $112,000, or slightly less than 75% of this in dollar 
amount, was current, with payment or treatment within the 
previous three months. The total value of outstanding accounts 
was about 4.5 times the average monthly receipts, well above 
an acceptable turnover ratio of two to three times. As can be 
noted (table 2), the percentages follow roughly parallel lines, 
indicating that the incidence of delinquency in this group is 
almost evenly distributed throughout the range of balance due. 
If the balance owed were the main determinant of delinquency, 
the difference between the 62% of all accounts and the 55% 
of delinquent accounts with balances under $25 would be far 
greater than 7% in number. As we have previously pointed 
out, the administrative time and effort involved in carrying and 
billing a small account is usually as great as for a large one, 
and charges that might have been met at each visit, if the 
patient had known the amount, were responsible for 62% of 
all statements prepared and for over half of the delinquent 
accounts. The rise in delinquency from 10% to 15% in number 
and from 14% to 59% in amount due between the $50-$100 
and over $100 ranges, is significant, with the $215 average 
balance of the latter group indicating the combination of in- 
adequate preliminary discussion of major charges in some 
instances with a progressive accumulation of smaller charges 
to unmanageable totals in a larger group. For example, among 
current accounts larger than $100, examination indicated that 
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of their number only between 30% and 40% were the result 
of single major fees; the remainder were the result of accumu- 
lated smaller charges over some period of time. The chances 
of these accounts becoming delinquent is probably greater than 
with the single major fee, because they grow out of a confirmed 
habit of not meeting financial obligations currently. In this 
study time did not permit a close examination of all active 
accounts or a more accurate determination of the percentage 
that should be classified as “active-delinquent,” i. e., with the 
balances owed increasing steadily through the addition of new 
charges at a more rapid rate than old ones being paid off; hence 
the only estimate that could be made was that roughly 60% 
to 70% of the large accounts were the result of such accretions 
of small general charges. (In one detailed study undertaken on 
the closing of a thriving general practice, 36% of all accounts 
were classified as active-delinquent, and in the six months after 
the doctor’s departure, less than one-fourth of them could be 
collected. In our initial survey of another large general practice,‘ 
we found a half-dozen or more family accounts with balances 
due of between $750 and $1,200. These had built up over at 
least four years of frequent house and office calls, the highest 
single charge being $30. Yet the physicians concerned had just 
told us, “We present fees for major work, but it’s too much 
bother on the smaller charges. Besides, they’re not worth turn- 
ing over to the collector.”) 

Such a situation is liable to develop in almost any general 
practice, in any specialty practice in which repeated or frequent 
treatments are charged for on an individual basis, and in group 
practices in which a number of specialists treat various members 
of a family. We consider it the most dangerous form of financial 
delinquency if allowed to continue, first, because use of a col- 
lection letter program is precluded by “presence in the office” 
and the necessary intensive effort on the part of the physicians 
and their staff is difficult to organize and, second, because when 
such accounts finally become inactive (whether through em- 
barrassment or such personal collection pressure) they are 
generally the least responsive to letters and formal collection 
efforts. In many such instances, the accumulated debt is 
patently beyond the means of the patients to meet. When this 
happens, the physician has little recourse than to accept his loss 
as involuntary charity and resolve to prevent the recurrence of 
such situations. 


HOW RESULTS DEPEND ON ATTITUDE 


Whatever may be the system or lack of system in any practice, 
the results will inevitably depend upon the attitude of the people 
in that office. The most elaborate and costly setups of charge 
registers and patient-visit slips have proved completely in- 
effective and have been junked as worthless time after time, 
when the fault lay with the physician and their employees for 
using them mechanically and as a substitute for their responsi- 
bilities rather than realizing that they must operate them intel- 
ligently. The physician himself determines his success or failure. 
If he is furtive or embarrassed about his recording or presenta- 
tion of charges by whatever means he uses, his staff can feel 
no more secure in their efforts to encourage payment. If he 
carries his distaste for financial matters to the degree of ignoring 
or “forgetting” to follow the procedures he has himself set up 
and paid for, his employees will inevitably follow suit. If he 
feels that the procedures are commercial and should be applied 
in that fashion, he and his staff will soon convey the unfortunate 
impression that they are grasping and interested only in the 
money they can extract from patients. Each of these results is 
equally destructive. There is, and has to be, a financial exchange 
involved in the private practice of medicine. That fact cannot 
be escaped, so it must be accepted as realistically as any of the 
other sometimes-disturbing or unpleasant facts that the physi- 
cian and his patient frequently face. Then the procedures for 
presenting and collecting the fee can be organized and carried 
out merely as the means for making the exchange of services 
for cash as easy and painless as possible. 


622 Fourth and Pike Bldg. (1) (Mr. Marks). 
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Pneumococcal Lobar Pneumonia Treated with One Injection 
of Dibenzylethylenediamine Dipenicillin G: Report of 49 Cases. 
I. C. Walker and M. Hamburger. Antibiotics & Chemother. 
4:76-82 (Jan.) 1954. 


Nineteen patients with pneumococcic lobar pneumonia were 
treated with a single injection of 600,000 units of dibenzyl- 
ethylenediamine dipenicillin G (Bicillin) and 30 patients with 
a single injection of 1,200,000 units. There were no deaths. 
Fourteen of the 19 patients in the first group responded well to 
treatment, and in 4 treatment failed and in 1 it probably failed. 
Twenty-two of the 30 patients in the second group responded 
to treatment. Three were considered to exhibit partial responses, 
and in five treatment failed. Penicillin blood levels of 0.05 mcg. 
per cubic centimeter or greater were observed with both 
600,000 and 1,200,000 units of the drug at from four hours to 
10 days in the majority of cases. Failures could not be related 
to age, serologic type of Pneumococcus, or blood level of 
penicillin. Two of four patients with bacteremia in the group 
that received 1,200,000 unit doses required additional therapy. 
One of these had a positive blood culture 72 hours after 
dibenzylethylenediamine dipenicillin G was given. In one of 
the four patients with bacteremia treatment was a partial 
success. A single injection of 600,000 units or 1,200,000 units 
in the treatment of lobar pneumonia in adults thus constituted 
adequate therapy in 36 (73.4%) of 49 patients in a selected 
series. In the remaining patients the treatment was only partially 
successful or had to be fortified by the additional use of crystal- 
line penicillin G 72 to 96 hours after the dibenzylethylene- 
diamine dipenicillin G injection. Since success or failure cannot 
be related to the amount of penicillin in the blood, it is assumed 
that either enough or not enough of the antibiotic to provide a 
rapid bactericidal action entered the lung exudate, or that the 
proper concentration existed there long enough or not long 
enough to achieve bactericidal effect. In some failures, bacterio- 
stasis was probably not even achieved. The authors conclude 
that dibenzylethylenediamine dipenicillin G is an adequate 
preparation for the treatment of many cases of pneumococcic 
pneumonia, but cannot be recommended for routine use in all 
cases. 


Trauma in Relation to Coronary Thrombosis: Clinical Study 
of 42 Cases of Coronary Thrombosis Following Trauma or 
Unusual Effort. L. A. Kapp. Ann. Int. Med. 40:327-339 (Feb.) 
1954. 


In 42 of 105 patients with a history of acute “heart attack” 
following trauma, a diagnosis of acute coronary thrombosis 
and myocardial infarction, with antecedent trauma or effort of 
various types, was made. Most of the patients were between 
the ages of 50 and 60 years, indicating that trauma, such as 
blow to the chest, gunshot wound in the chest, severe or 
unusual physical strain or emotional stress, heavy meal, in 
middle-aged or elderly persons is most likely to precipitate 
coronary thrombosis or aggravate a preexisting coronary heart 
disease. The remaining 63 patients had rheumatic, syphilitic, 
hypertensive, and/or arteriosclerotic heart disease complicated 
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by acute myocardial insufficiency, pulmonary edema, pulmonary 
embolism, auricular fibrillation and other arrhythmias, anginal 
syndrome, and coronary insufficiency. Causal relationship 
between trauma and coronary thrombosis in the 42 selected 
patients was evaluated on the basis of (1) history of trauma or 
unusual strain preceding the attack of coronary thrombosis; 
(2) onset of symptoms immediately or shortly after the injury 
or effort; (3) clinical and electrocardiographic diagnosis of 
coronary thrombosis and myocardial infarction. According to 
results, definite causal relationship was determined in 13 
(30.9%), possible in 6, doubtful in 5, and nonexistant in 18. 
The author’s findings and the data reported by other workers 
show that the occurrence of coronary thrombosis after trauma 
is not rare or coincidental. The author does not agree with 
those who maintain that coronary insufficiency and coronary 
thrombosis can be differentiated clinically and electrocardio- 
graphically and that only the former is frequently related to 
trauma. This principle is inapplicable in determination of causal 
relation to trauma for the following reasons. Clinically, it is 
often impossible to state when prolonged coronary insufficiency 
ends and when myocardial damage, necrosis, or infarction 
begins. Electrocardiographically, it is well known that a nega- 
tive record does not exclude myocardial damage. Furthermore, 
RS-T segment elevation and Q waves may be absent in lateral 
wall or intramural myocardial infarction. The incidence of 
causally related cases of coronary thrombosis in post-traumatic 
“heart attacks,” appears to be sufficiently high to warrant 
consideration of trauma as an important factor in the causation 
of coronary thrombosis and myocardial infarction in appro- 
priate cases. The clinical significance of the recognition of 
causal relation of trauma to coronary thrombosis, especially 
with regard to adequate treatment and possible prevention of 
the disease, is stressed. A medicolegal approach to this problem, 
based on a thorough history, objective findings, and impartial 
att.tude, is suggested. 


Drug Therapy in the Management of Hypertension. C. Levy. 
Delaware M. J. 26:36-40 (Feb.) 1954. 


Levy stresses that thorough knowledge of the mode of action 
and of the side-effects of the various drugs that have been 
recommended for hypertension are necessary to properly under- 
stand the place of these drugs in the medical armamentarium. 
Before treatment is instituted, a thorough study of the patient 
must be made to ascertain the etiology of the hypertension. 
Pheochromocytoma, Cushing’s disease, coarctation of the aorta, 
unilateral kidney disease, toxemia of pregnancy, and acute 
glomerulonephritis account for about 5% of cases of hyperten- 
sion. Since many patients with hypertension are asymptomatic 
and remain free of serious damage to vital organs for many 
years, the question of when to institute active treatment is 
difficult to answer. The author discusses the hexamethonium 
drugs, the ergot alkaloids, the hydralazines, dibenamine, the 
vasodilators, the veratrum group of drugs, low salt diet, the 
thiocyanates, and the rauwolfia extracts. Before any of these 
agents are used, not only their advantages and disadvantages 
must be weighed, but a close supervision must be maintained as 
each patient may react differently. Hospitalization for study 
prior to use of these drugs is advisable. The effect of stressful 
situations and emotional conflicts cannot be overemphasized. 
Therapy should be withheld from patients with serious coronary 
atherosclerosis or brain or kidney disease due to the danger of 
vascular thrombosis when the blood pressure has been lowered. 
At times combinations of drugs may be advisable, utilizing 
the favorable effects of certain agents as (1) the renal vaso- 
dilatation of hydralazine (Apresoline); (2) the bradycardia of 
veratrum; (3) the sedative action of rauwolfia. While drug 
therapy is a step forward in the management of hypertension, 
its ultimate value will require the test of time. 
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Acquisition of Tissue Resistance to Digestion by Gastric Juice. 
H. Selye. Gastroenterology 26:221-229 (Feb.) 1954. 


Selye became interested in the problem of how the stomach 
resists digestion by its own highly proteolytic secretion in con- 
nection with apparently quite unrelated studies on the “local 
adaptation syndrome” (L-A-S). These investigations revealed 
that, just as during systemic stress, the organism as a whole 
goes through the three successive changes of the “general adap- 
tation syndrome” (G-A-S); so, circumscribed tissue areas respond 
to topical stress with a well-characterized triphasic local adaptive 
syndrome. This local response alters tissue resistance to non- 
specific topical injuries. During the first stage there is a decrease, 
during the second an increase, and during the third a decrease 
in nonspecific topical resistance. In this respect, the local 
adaptation syndrome in a localized area, rather strikingly 
reproduces the “alarm reaction,” the “stage of resistance,” and 
the “stage of exhaustion” of the general adaptation syndrome. 
The question arose whether the tissues that form the crater of 
a gastric ulcer might not also tolerate peptic digestion as a 
consequence of this phenomenon of topical resistance, which 
characterizes the second stage of the local adaptation syndrome. 
This possibility appeared to be all the more worthy of considera- 
tion, because heavy overdosage with antiphlogistic hormones 
(corticotropin [ACTH] cortisone, and hydrocortisone) and ex- 
posure to intense systemic stress (starvation, intoxication with 
various drugs, nervous irritation) interferred with the develop- 
ment of topical resistance in experiments carried out by the 
author. He performed experiments on rats with the view of 
determining whether topical resistance to digestion by gastric 
juice could also be induced in tissues outside the gastric mucosa 
under circumstances that would exclude any direct or indirect 
protection afforded by the epithelial lining of the stomach. 
Using the granuloma pouch technique, he demonstrated on 
Wistar albino rats that pretreatment of a subcutaneous, con- 
nective tissue area, with an irritant such as croton oil, renders 
it resistant to the usual digestive effect of subsequently applied, 
fresh, homologous gastric juice. This induced topical resistance 
of the connective tissue is abolished by severe systemic stress 
(such as can be caused by the combined effect of fasting and 
neuromuscular exhaustion). The author concludes that no 
special protective substance of gastric origin need be invoked 
to explain the well-known resistance of gastric ulcer areas to 
peptic digestion. Although there is no reason to doubt the 
possible additional protective effect of gastric mucus and anti- 
peptic substances of gastric origin, the inflammation of the 
exposed area is, in itself, sufficient to induce adequate local 
protection. This view is also in agreement with earlier findings 
that revealed that both the antiphlogistic hormones and intense 
systemic stress, which notoriously predispose to the perforation 
of gastric ulcers, are particularly effective in abolishing the 
topical protective effect of granulomas, even outside the gastric 


mucosa. 


Extract of Pregnant Mares’ Urine—Therapy in Chronic Duo- 
denal Ulcer. (Five Year Clinical Evaluation). Z. T. Bercovitz. 
Gastroenterology 26:230-238 (Feb.) 1954. 


Bercovitz points out that in 1930 Sandweiss called attention 
to the fact that pregnancy seems to have a beneficial effect on 
(he symptoms of duodenal ulcer in some women. Later Sand- 
weiss reviewed experimental data that indicated that human 
urine contains a substance that can be extracted and when 
injected into Mann-Williamson dogs has a prophylactic as well 
as therapeutic effect against the so-called Mann-Williamson 
experimental gastrojejunal ulcer. It was also shown that this 
substance differs from urogastrone in that it does not depress 
gastric secretion and motility. The antiulcer factor of urine 
was later called uroanthelone to differentiate it from similar 
factors in intestinal extracts that were designated as enteroan- 
thelone. Page and Heffner used a preparation extracted from 
the urine of pregnant mares that was later designated by the 
trade name Kutrol. This extract of pregnant mares’ urine was 
administered orally. Bercovitz presents a five year clinical 
evaluation of ulcer patients in whom the extract of pregnant 
mares’ urine was used. Sixteen of 30 patients improved during 
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therapy with this extract. Eight of these persons had never 
had prolonged remissions previously and remained well with 
no treatment for up to 43 months; only two relapses occurred 
in this group. The other eight had prolonged remissions prior 
to therapy, but so far none of them has gone beyond his longest 
previous period of freedom from symptoms. Two relapses have 
also occurred in this group, one requiring surgery. Fourteen of 
30 patients failed to improve, and, of these, 8 had to be oper- 
ated on. Extract of pregnant mares’ urine will not reverse a 
pathological process requiring surgery. Four of 35 patients 
suffering from chronic duodenal ulcer for from 2 to 40 years 
improved when treated with placebos. Of five patients seen 
in a primary attack of duodenal ulcer, all improved under 
placebo therapy, and these are not considered statistically. 


The Doctor’s Health. H. K. Abrams. GP 9:36-47 (Jan.) 1954, 


Abrams finds that the health of physicians generally, like 
that of people as a group, is conditioned by their socioenviron- 
mental milieu. The over-all mortality of physicians is essen- 
tially the same as that of white men in the United States 
population. When, however, the entire population is divided 
into its social strata, physicians benefit from being in the more 
favorable social brackets. On the other hand, when the entire 
professional and executive group is considered together, it is 
seen that physicians generally seem to have not so good a 
health record as do certain other elements such as clergymen, 
bankers, and the like. When physicians are studied by specialty, 
certain striking differences become apparent, in part, at least, 
dependent on the special occupational hazards of the specialty. 
An example is the leukemia death rate among physicians whose 
work brings them into contact with sources of ionizing radia- 
tion. The mortality records of other specialties do not have 
so easy an explanation. For example, one wonders why intern- 
ists and pediatricians have a particularly low mortality rate 
for all causes, including coronary artery disease. This contrasts 
with the higher mortality from coronary disease among sur- 
geons, obstetricians, and gynecologists. It has been suggested 
that conditions of practice may play a part. In comparison 
with specialists, general practitioners as a group show a con- 
sistently inferior health picture. Available data substantiate 
the concept that coronary disease is the physician’s occupa- 
tional disease. This is a plausible assumption when one con- 
siders the burdens on him. There are, however, sufficient 
deficiencies in the data on coronary disease to warrant accepting 
this theory with caution. The factors of statistical errors, better 
diagnosis, and better reporting for physicians have not been 
adequately evaluated. The suicide rate among male physicians 
is 4% higher than among white men generally. Drug addiction 
appears to be a definite occupational hazard among physicians. 
Only two infectious diseases—pneumonia and influenza—show 
a higher mortality rate among physicians than in the population 
generally. For the only other two infectious conditions among 
the leading causes of death—tuberculosis and syphilis—the 
death rates for physicians are very low as compared with white 
men generally. A program of prevention of the occupational 
hazard of the medical profession must be based on thorough 
analysis of the condition of work and life. 


Therapy of Leukemia, Hodgkin’s Disease and Allied Disorders. 
R. N. Cooley, Maryland M. J. 3:68-73 (Feb.) 1954. 


Cooley shows that at present the treatment of leukemia, 
Hodgkin’s disease, and allied disorders is mainly palliative be- 
cause (1) these diseases have generally become widely dis- 
seminated before treatment is begun, and (2) most therapeutic 
agents are toxic or destructive to normal organs and conse- 
quently cannot be given in sufficient dosage to permit complete 
destruction of all abnormal or neoplastic tissue. The average 
duration of life of treated chronic leukemia following the onset 
of symptoms is about three and one-half to four years. Long 
survivals have been observed. Following proper treatment 
about 80% of the residual life of these patients will be spent 
in comfortable, productive activity. In Hodgkin's disease and 
lymphosarcoma, the average duration of life is about three 
years, but in these conditions also long-term survivals have 
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been observed. Treatment may produce satisfactory short-term 
palliation. Occasionally treatment may be responsible for a 
long-term survival, and aggressive radiation treatment of well- 
localized Hodgkin’s disease has given some encouraging results 
and seems to be justified. 


“Wheat-Free” Diet in Treatment of Sprue. J. M. Ruffin, D. D. 
Carter, D. H. Johnston and G. J. Baylin. New England J. Med. 
250:281-282 (Feb. 18) 1954. 


Diet has played an important part in the treatment of the 
steatorrhea of sprue and of celiac disease. Although the relation 
between these two diseases has never been established clearly, 
they are clinically similar in many respects. Interest in the 
dietary management of celiac disease was revived recently by 
the observation of Dicke and by the studies of Weijers and 
van de Kamer, who noted that patients with celiac disease 
improved when wheat and rye flour were excluded from the 
diet. They showed conclusively that a clinical and biochemical 
remission folllowed institution of a wheat-free diet. Further 
investigation incriminated the gluten fraction of wheat and 
rye as the responsible factor. The close similarity between 
celiac disease and sprue led Ruffin and associates to believe 
that a wheat-free diet might be beneficial in the management 
of sprue. They present the case of a woman, aged 39, who had 
had recurrent attacks of steatorrhea for 12 years. She was given 
a wheat-free diet with no medication except calcium. Within 
a few days she began to improve and two weeks later reported 
that she felt better than she had in any previous remission. 
Her bowel movements decreased to two formed stools a day, 
and she had gained 4 Ib. (1.8 kg.) by the time of discharge two 
weeks after starting the wheat-free diet. Three months after 
starting the wheat-free diet, she reported that she felt better 
than she had at any time since her illness began 12 years pre- 
viously. She now weighed 132 Ib. (59.9 kg.), a gain of 43 Ib. 
(19.5 kg.). Diarrhea had ceased, and the stools were normal. 
An episode of diarrhea, nausea, and vomiting lasting 25 hours 
had followed ingestion of wheat. The rapid and dramatic 
improvement in this patient after the institution of a wheat-free 
diet, without supplemental therapy, strongly suggests that the 
remission was induced rather than spontaneous. Furthermore, 
the patient insisted that this particular remission was unlike 
any previously experienced in that it was more complete. A 
similar response in a patient with sprue reported on by Mclver 
lends additional support to the conclusions that the wheat-free 
diet was the responsible factor. The change in the radiological 
appearance of the small bowel after institution of the wheat- 
free diet was astonishing. 


Protection Afforded by Sickle-Cell Trait Against Subtertian 
Malarial Infection. A. C. Allison. Brit. M. J. 1:290-294 (Feb. 
6) 1954. 


The etiology of sickle cell anemia presents a problem to both 
genetics and medicine. It is now accepted that the sickle-cell 
anomaly is caused by a single mutant gene that is responsible 
for the production of a type of hemoglobin differing in several 
important respects from normal adult hemoglobin. Carriers of 
the sickle cell trait, who are heterozygous for the sickle cell 
gene, have a mixture of this relatively insoluble hemoglobin 
and normal hemoglobin; hence their erythrocytes do not sickle 
in vivo, whereas some, at least of the homozygotes, who have 
a much greater proportion of sickle cell hemoglobin, have 
sickle cells in the circulating blood, with inevitable hemolysis 
and a severe, often fatal, hemolytic anemia. Most persons with 
the sickle cell trait are heterozygous, and most patients with 
sickle cell anemia, in Africa at least, are homozygous for the 
sickle cell gene. Allison shows that the remarkably high fre- 
quencies of the sickle cell trait in Africa cannot be explained 
entirely on the basis of mutation. During work in Africa he 
was led to question the view that the sickle cell trait is neutral 
from the point of view of natural selection and to reconsider 
the possibility that it is associated with a selective advantage. 
He noted then that the incidence of the sickle cell trait was 
higher in regions where malaria was prevalent than elsewhere. 
This observation and other literature reports suggesting that 
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there might be a relationship between malaria and the sickle 
cell trait, induced him to investigate whether sickle cells can 
afford some degree of protection against malarial infection, 
thereby conferring a selective advantage on possessors of the 
sickle cell trait in regions where malaria is hyperendemic. 
Studies carried out in 1953 revealed that in indigenous East 
Africans the sickle cell trait affords a considerable degree of 
protection against subtertian malaria. The incidence of para- 
sitemia in 43 Ganda children with the sickle cell trait was 
significantly lower than in a comparable group of 247 children 
without the trait. An infection with Plasmodium falciparum 
was established in 14 out of 15 Africans without the sickle 
cell trait, whereas in a comparable group of 15 Africans with 
the trait parasites were found in only 2. It is concluded that 
the abnormal erythrocytes of persons with the sickle cell trait 
are less easily parasitized by P. falciparum than normal eryth- 
rocytes. Hence those who are heterozygous for the sickle cell 
gene will have a selective advantage in regions where malaria 
is hyperendemic. This fact may explain why the sickle cell 
gene remains common in these areas in spite of the elimina- 
tion of genes in patients of sickle cell anemia. 


Atelectasis as a Complication in Artificial Pneumothorax. R. L. 
Sadler. Brit. M. J. 1:359-364 (Feb. 13) 1954. 


Consecutive 266 patients with pulmonary tuberculosis in 
whom artificial pneumothorax had been anatomically completed 
and sputum was converted to negative were followed for at 
least five years. Cavitation persisted in 20 but did not in 246. 
Total atelectasis was present in 13, lobar atelectasis in 44, 
segmental atelectasis in 102, and no atelectasis in 87. The pa- 
tients with persistent cavitation showed significantly higher 
mortality rates and incidence of pleural effusions than those 
without persistent cavitation. In the patients without persistent 
cavitation the incidence of pleural effusion was in proportion 
to the extent of atelectasis. There is evidence that this was be- 
cause of the concomitant extent of initial disease in the lung 
treated by pneumothorax rather than a result of atelectasis 
per se. In 156 of the 246 patients without persistent cavitation, 
it was possible to evaluate the incidence of contralateral spreads, 
of disease reactivation in the lung treated by pneumothorax, 
and the completeness of reexpansion after termination of the 
artificial pneumothorax. Reexpansion of the lung treated by 
pneumothorax occurred at the termination of artificial pneu- 
mothorax ‘in most of the patients except in those with total 
atelectasis. Full reexpansion depended largely on whether 
pleural effusion had been present. If cases of total atelectasis 
were excluded, there was no connection between the presence 
of atelectasis and the occurrence of contralateral spreads or of 
reactivation of disease in the lung treated by artificial pneu- 
mothorax. Mortality rates in the group without persistent 
cavitation showed no significant relationship to the occurrence 
of lobar or segmental atelectasis. The author agrees with other 
workers that the origin of atelectasis can be peripheral to the 
major bronchi; lobar and segmental atelectasis may thus be 
observed roentgenologically in the pneumothorax treated lung 
in the absence of endobronchial tuberculosis, and in such pa- 
tients the occurrence of lobar or segmental atelectasis does not, 
of. itself, appear to worsen the prognosis. The occurrence of 
persistent cavitation or of total atelectasis in a lung treated by 
artificial pneumothorax carries a grave prognosis. 


Long-Term Therapy of Thyrotoxicosis with Thiouracil Com- 
pounds. J. F. Goodwin, H. Steinberg and A. Wilson. Brit. M. 
J. 1:422-425 (Feb. 20) 1954. 


This report is a summary of observations that began in 1944 
at the Sheffield Royal Infirmary on the effects of treating 
thyrotoxicosis by means of thiouracil compounds. The inquiry 
was planned with a view to answering three qeustions. 1. How 
successful are these drugs in initially controlling the signs and 
symptoms of this disease? 2. To what extent can control be 
maintained over long periods by continuous administration of 
maintenance doses of the drug? 3. What are the chances of 
relapse after maintenance treatment is withdrawn? A total of 
126 patients with typical signs and symptoms of thyrotoxicosis 
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was treated for varying periods of up to six years with thiour- 
acil, methylthiouracil, or propylthiouracil. Of these 126 pa- 
tients, 90% were initially controlled. Of 113 patients who con- 
tinued on maintenance therapy for periods from 3 to 62 months, 
105 remained in remission during such treatment. Maintenance 
therapy was withdrawn from 94 of the patients after periods 
of treatment ranging from 2 to 55 months, and 55 relapsed. 
The probability of relapsing is greatest within about 15 months 
after withdrawal of treatment. After 36 months, the chances 
of relapsing are slight. On the basis of these figures, it has 
been calculated that approximately two out of every three 
patients will eventually relapse after withdrawal of treatment. 


Argyria: Report of Two Cases. M. D. Smith and W. C. Watson. 
Glasgow M. J. 35:25-26 (Jan.) 1954. 


Two patients with argyria were referred for investigation 
because of cyanosis ascribed to heart disease. The first patient, 
a woman, aged 24, was referred because of bluish tinting of 
the skin for an opinion with regard to the possible relation- 
ship to a systolic murmur audible at the mitral area. There 
was no breathlessness, cough, or palpitation. She had had 
celiac disease between the ages of 2% and 11 years, and 
‘ during part of this time she was treated with silver nitrate 
by mouth. She had been told that she was given fairly large 
amounts. Some time after the institution of this treatment, her 
skin and gums became very dark. Examination of chest, ab- 
domen, and nervous system revealed no abnormality. In the 
second woman, aged 56, bluish-grey pigmentation of the skin 
had been present for about 14 years. For some years she had 
suffered from shortness of breath on exertion, and a tentative 
diagnosis of valvular disease of the heart and hypertension 
had been made. The possibility of cyanosis being due to 
arteriovenous shunt was raised. Tinting of skin and nails had 
begun in 1938, and questioning elicited the information that 
she had begun to. use 10% silver proteinate (Argyrol) nose 
drops in 1936 and had continued to use them since. Pigmenta- 
tion had fluctuated in intensity but never disappeared; it 
had become deeper over the past three and a half years. No 
radiological evidence of calcification of aortic valve was ob- 
tained. Electrocardiographic changes were indicative of pos- 
terior and lateral coronary artery insufficiency. Both patients 
were advised not to use silver preparations, but no other treat- 
ment was given, since the literature proved that all suggested 
remedies had proved ineffective. The authors feel that these 
cases serve as reminders that argyria should be considered as 
a possible cause of bluish skin pigmentation of obscure origin. 


Hyperglycemia After Myocardial Infarct. R. Boulin, P. Uhry 
and H. Kaufmann. Presse méd. 62:77-78 (Jan. 23) 1954. (In 
French.) 


The authors determined glycemia in five patients with myo- 
cardial infarcts and found a transitory elevation that may go 
as high as 2.5 gm. Sometimes the amount of glycemia is sub- 
normal, but there is always a temporary disturbance in glucose 
metabolism, as evidenced by the determinations made daily 
after an infarct. This disturbance is of clinical importance 
because it must not be interpreted as diabetes mellitus. It has 
been explained, on the basis of Selye’s adaptation phenomenon, 
as a series of three reactions: (1) a neurovegetative stimulation 
with discharge of epinephrine, (2) a hypersecretion of hypo- 
physiai hormones followed by a discharge of glycocorticoids, 
and (3) an anabolic reaction following these catabolic ones; 
this would explain the temporary quality of the disturbance. 
It is possible that two other factors play a part in the hyper- 
glycemia: acute pancreatic insufficiency with insulin depletion 
and acute hepatic insufficiency with centrolobular necrosis 
preventing the transformation of carbohydrates into glycogen 
and its storage in the liver. These various manifestations give 
rise to numerous metabolic changes; outside of disturbances in 
carbohydrate regulation, they are found in states of shock of 
whatever etiology. 
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Cortisone in Treatment of Chronic Adrenal Insufficiency. 
P. Fourman and A. R. Horler. Lancet 1:334-336 (Feb. 13) 1954. 


Most patients with Addison’s disease can be maintained in 
reasonable health with desoxycortisone and salt, provided no 
other illness or accident occurs. Why then supplement this 
treatment with cortisone, which may activate tuberculosis, 
which is often the antecedent of adrenal insufficiency? Patients 
with Addison’s disease treated with desoxycortisone and salt 
are not free from the risk of crisis that may be fatal and must 
be treated with large doses of adrenal hormone, either as 
cortisone or the glandular extract. This paper reviews observa- 
tions on eight patients with Addison’s disease and on three 
with hypopituitarism who were given small doses of cortisone 
in addition to other treatment. The total daily dose of cortisone 
was 10 to 25 mg. by mouth in four divided doses. One patient 
with Addison’s disease and one with hypopituitarism derived 
no apparent benefit. In the others cortisone had a good effect 
on the appetite, well-being, initiative, and vigor. In one patient 
an enlargement of the spleen and a hypertrophy of the breast 
tissue regressed. The clinical findings fit the suggestion that the 
steady secretion of the adrenal cortex comprises a small amount 
of 11-oxysteroid that is not liberated without corticotropin. 
In four of the patients with Addison’s disease, large doses of 
cortisone were given to prevent and to treat adrenal crisis. 
One of them had active pulmonary and renal tuberculosis; 
he withstood a nephrectomy without incident. Cortisone also 
did not have a deleterious effect in the other five patients with 
Addison’s disease who had evidence of tuberculosis. 


Brucellosis with Spondylitis. A. Hoedemaker. Nederl. tijdschr. 
geneesk. 98:153-155 (Jan. 16) 1954. (In Dutch.) 


It is not generally known that spondylitis may complicate 
brucellosis. Hoedemaker presents the case of a man, aged 30, 
in whom spondylitis of the third lumbar vertebra developed 
after an infectious disease, which on the basis of positive 
agglutination, symptoms, and a history of contact with infected 
cows was identified as brucellosis. Spondylitis due to brucellosis 
differs from tuberculous spondylitis through the slight atrophy 
of the involved vertebra, by the rapid formation of new bone, 
and by the fact that the bodies of the vertebra are always 
involved, whereas the intervertebral joints and the transverse 
and spinous processes remain free of the disease. The clinical 
picture and the intermittent fever likewise indicate the character 
of the systemic disease. 


Purulent Meningitis: Results of Treatment and Prognosis. 
E. Moltke and W. Raaschou-Nielsen, Nord. med. 51:94-99 
(Jan. 14) 1954. (In Danish.) 


Of the 169 patients with purulent meningitis treated in 
Blegdam Hospital in the three years ending December, 1952, 
26 died, 11 of them within 24 hours after admission. There 
was meningococcic meningitis in 63 cases, Pfeiffer’s meningitis 
in 31, pneumococcic meningitis in 29, meningitis due to other 
pyogenic agents in 8, and an unidentified source of infection 
in 38 cases. Adults were given 300,000 units of penicillin G at 
once, then twice daily, and from 10 to 16 gm. of sulfonamide 
preparation daily. When Pfeiffer’s meningitis was demonstrated 
the patients were given 1 gm. of streptomycin twice daily 
instead of penicillin, and type specific serum, together with 
sulfonamide. Specific serum was also given in most cases of 
Pneumococcus meningitis. Moltke and Raaschou-Nielsen stress 
the importance of rapidly instituted treatment with antibiotics. 
The prognosis seems to be most unfavorable for patients 
aged under 6 months and those over 50 years. The prognosis 
is made worse in cases with coma and more marked neurologi- 
cal symptoms and in cases with shock, ileus, anuria-uremia, or 
pulmonary complications. Recognizable bacteremia, high fever, 
or longer duration of illness seem to be without the significance 
formerly attached to them. Evaluation of the prognosis from 
the leukocyte count in the spinal fluid is not possible, but 
reduction in the glucose content of the spinal fluid appears to 
be of great prognostic importance. 
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SURGERY 


Management of Perforating Injuries of Colon and Rectum in 
Civilian Practice. J. W. Tucker and W. P. Fey. Surgery 
35:213-220 (Feb.) 1954. 


This report is based on an analysis of 42 cases of penetrat- 
ing wounds of the colon and rectum treated in the Shreveport 
Charity Hospital from January, 1948, to January, 1953, in- 
clusive. Five of the injuries were caused by stab wounds, 7 
by instrumentation, one by an automobile accident, an un- 
known cause in one, and gunshot wounds in 20, multiple gun- 
shot 3, or shotgun injuries 5. The mortality was highest (4 
of 5) in the cases of shotgun blasts. The total number of 
deaths was 6 or 14.3%. This is considerably lower than that 
reported in other groups in civilian or military practice. This 
comparatively low mortality rate is attributed in part to the 
increased use of streptomycin, chlortetracycline (Aureomycin), 
and oxytetracycline (Terramycin). Seventeen cases with single 
or multiple perforations of the colon and rectum were closed 
primarily with no deaths. This group included mostly wounds 
not over 2 in. (5.08 cm.) in diameter and receiving definitive 
treatment within six hours of injury. Primary suture with 
proximal decompression was employed in six cases with one 
death. Exteriorization was employed in 10 cases with two 
deaths. Of this group, those patients who had small wounds 
and were treated early could have been treated by primary 
suture with reduction in morbidity and less loss of time. In 
two cases, resection with exteriorization was employed and 
one was fatal, and in three cases resection with primary 
anastomosis was performed with two deaths. The high mortality 
in this group was primarily the result of severe initial injury 
with multiple gunshot involving multiple abdominal organs. 
In six lesions of the extraperitoneal rectum, two were closed 
primarily without proximal decompression. Four had proximal 
decompression. All had perineal drainage with no mortality. 
The use of antibiotics has improved the prognosis of colon 
wounds to such an extent that primary closure in selected 
cases is the preferred procedure. 


Carcinoid of Rectum with Metastasis: Report of Case. W. M. 
Kunkel Jr., J. M. Waugh and M. B. Dockerty. Ann. Surg. 
139:224-229 (Feb.) 1954. 


Although carcinoids are malignant tumors, their tendency to 
metastasize varies considerably with their site of origin, only 
14 of the 103 reported cases of rectal carcinoids having ex- 
hibited metastasis. Kunkel and associates present the 15th 
instance of a metastasizing rectal carcinoid. The patient was a 
59-year-old man in whom roentgenologic studies one month 
previously had disclosed a tumor of the large intestine, for 
which operation had been advised. Five years prior to ad- 
mission, he had noted bloating, gas, and eructation after eating. 
Two years later he began to have severe epigastric pain associ- 
ated with tarry stools and weakness. Roentgenologic examina- 
tion at that time revealed “ulcers,” which responded to diet. 
He had taken a soft diet since that time and had lost 30 Ib. 
(13.6 kg.). He had noted increasing constipation for more than 
two years, so that he had become dependent on either laxatives 
or enemas. For six months he had noted occasional episodes 
in which bright red blood was mixed with his stool and appeared 
on the toilet paper. During the same period he had noted fulness 
in the left upper quadrant of the abdomen and burning aggra- 
vated by bending forward. Proctoscopic examination revealed 
a hard, freely movable, submucosal tumor on the posterior wall 
of the rectum 6 cm. above the dentate line. A combined ab- 
dominoperineal resection with preservation of the external 
anal sphincter was performed. The surgical specimen consisted 
of 20 cm. of the left portion of the colon, the rectum, and 
1.5 cm. of anal skin. A polypoid submucosal nodule measuring 
1.5 by 1.4 by 1.2 cm. was noted on the posterior wall of the 
rectum. Three centimeters proximal to the primary lesion there 
was a single, firm, lymph node, 0.8 cm. in diameter that grossly 
appeared to be involved by metastasis. The authors feel that 
the following facts should be considered in patients with car- 
cinoids of the rectum. 1. These tumors are low grade adeno- 
carcinomas that can result in metastasis. 2. Their growth is 
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extremely slow. 3. No microscopic features are present to allow 
differentiation of the few that will spread from the many that 
will not. 4. Wide local excision and frequent follow-up exami- 
nations are required in most of these patients. 


Hypertension Resulting from Unilateral Renal Vascular Disease 
and Its Relief by Nephrectomy. J. E. Howard, M. Berthrong, 
D. M. Gould and E. R. Yendt. Bull. Johns Hopkins Hosp. 
94:51-85 (Feb.) 1954. 


Unilateral nephrectomy was performed on four men between 
the ages of 31 and 45, one 54-year-old woman, and one 4-year- 
old boy with severe hypertension. All six patients were greatly 
improved by the surgical intervention. One patient was normo- 
tensive within 24 hours after operation and remained so. In 
four patients there was an immediate postoperative drop in 
blood pressure followed by a rise (but not to preexisting levels) 
for several days and then a slow steady decline. In one patient, 
there was no appreciable fall until the ninth postoperative day 
after which the pressure gradually receded until it became 
normal on the 14th postoperative day. Four of the six patients 
now manifest a labile blood pressure and are so-called “hyper- 
reactors,” although each of them under conditions of repose 
were repeatedly found normotensive. In all patients there was 
unequivocal evidence of reduced arterial blood supply to size- 
able areas of the removed kidney or in some patients to all of 
the kidney. Of the six patients, two had episodes of abdominal 
pain prior to the onset of hypertension, which resulted in re- 
moval of normal appendixes and were really due to vascular 
insults that caused renal infarcts; both these patients had intra- 
venous pyelograms that had been interpreted as normal. In two 
patients the microscopic appearance of the removed kidney 
was remarkably normal; the juxtaglomerular bodies, however, 
were exceptionally prominent in one kidney, and there were 
scattered areas of very slight parenchymal atrophy in the other. 
Abdominal aortograms were made in these two patients, and 
constriction or occlusion of the major renal artery was demon- 
strated in each. Intravenous pyelograms were interpreted as 
normal in both of these patients. In the two remaining patients 
no excretion of dye was revealed by intravenous pyelography 
and no urine was excreted by the affected kidney, although 
retrograde pyelography demonstrated normal collecting sys- 
tems. In one patient urine flow and urinary sodium concentra- 
tion from the offending kidney were sharply reduced as com- 
pared with those from the opposite side despite normal intra- 
venous pyelography, and led to the performance of aortogra- 
phy. Pathological changes observed in the six removed kidneys 
included renal infarcts with surrounding tubular atrophy, dif- 
fuse tubular atrophy without infarction, and moderate to 
very slight focal tubular atrophy. In one patient no mor- 
phological evidence of vascular insufficiency was present, al- 
though in this patient impaired renal blood flow had been 
demonstrated by aortography. The extent of the tubular 
atrophy was comparable to the demonstrated renal excre- 
tory dysfunction in this series of patients. The data from 
these cases add strong evidence to the theory that hypertension 
in man can be produced by unilateral renal ischemia and may 
be curable by nephrectomy. Since the writing of this paper, the 
authors carried out differential renal function studies on two 
additional patients with hypertension resulting from unilateral 
renal vascular disease. These observations lend support to the 
suggestion that differential function may be a useful procedure 
in recognizing this type of hypertension. 


The Clinical Syndrome of So-Called Bronchial Adenomata. 
A. O. Zorini. Dis. Chest. 25:154-165 (Feb.) 1954. 


A clinical syndrome of bronchial occlusion caused by an 
endobronchial epithelial tumor with undifferentiated cells of 
carcinoid type is described in three men and one woman be- 
tween the ages of 29 and 45. The initial symptoms were those 
of a pseudotuberculous syndrome or a masked bronchiectasic 
syndrome with recurrent hemoptysis. Tomographic and 
bronchographic findings revealed alternating or successive 
phases of obstructive emphysema and lobar and bilobar atelec- 
tasis, and the final stage was that of the “drowned lung.” The 
course of the disease was very slow and fundamentally benign. 
Microscopic examination of the biopsy specimens obtained 
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from the patients revealed that the tumor, despite its relatively 
benign manifestations and course, was a bronchial adenoma 
such as described by Jackson. Diagnosis must be confirmed by 
tomography, bronchography, and bronchoscopy. Microscopic 
biopsy findings are a necessary aid in establishing the diagnosis 
but should be interpreted from both the clinical and morpho- 
logical standpoints. Recovery followed pulmonary resection in 
three patients. The fourth patient refused surgival intervention, 
but was feeling well despite the recurrence of hemoptysis. 


Post-Bulbar Duodenal Ulcer with Particular Reference to Its 
Hemorrhagic Tendency. J. M. Swarts and M. L. Rice Jr. 
Gastroenterology 26:251-259 (Feb.) 1954. 


Swarts and Rice found that the literature from 1910 to 1951 
contained reports of 112 clinical cases of ulcer distal to the 
bulb. They themselves, however, observed 11 patients with 
postbulbar ulcer in the last five months, and, since 8 of these 
bled, their attention was focused on this type of ulcer in general 
and on the complication of hemorrhage in particular. They 
present in all 18 additional cases, of postbulbar ulcer, all in 
men who ranged in age from 23 to 77 years. There was nothing 
characteristic about the symptoms that would distinguish ulcer 
in this area from ulcer in the duodenal bulb. Gross hemorrhage 
occurred in 13 patients. Roentgenographic signs of postbulbar 
ulceration were present in 17 cases; one patient with a classical 
ulcer history required urgent surgery for rapidly recurring 
hemorrhage before x-ray confirmation could be obtained. In 
11 cases an ulcer crater was demonstrated for one or more 
times; in 6 cases no niche could be demonstrated roentgeno- 
graphically, but a defect-was noted in the second portion of 
the duodenum. Associated deformity of the duodenal cap was 
noted in four cases. Eleven patients were treated surgically. 
The indications for surgical intervention included (1) chronic 
recurrent hemorrhage, (2) rapidly recurring hemorrhage, (3) 
medical intractability, and (4) preoperative diagnosis of a duo- 
denal tumor. There was one death in the group of patients 
treated surgically. This occurred in a 73-year-old man who had 
experienced hematemesis and melena three times prior to his 
most recent hospital entry; the indication for surgery was 
rapidly recurring hemorrhage and intractable pain in spite of 
rigid medical management and numerous transfusions over a 
period of several days. The ulcer-bearing area could be re- 
sected in only three cases. Review of the literature and of the 
present cases suggest that peptic ulcer occurring beyond the 
duodenal bulb is oftener complicated by hemorrhage and 
oftener requires surgical treatment than duodenal ulcer in 


general. 


Sacro-lliac Lipoma Versus Pannicular Hernia. E. C. Knight. 
J. Iowa M. Soc. 44:62-63 (Feb.) 1954. 


Knight feels that complaints of low back pain should not be 
lightly dismissed, for, in practically all of these patients, the 
cause can be found and treatment readily administered. Al- 
though sacroiliac lipoma may be rare, the author feels that he 
would still overlook it in some cases had not a number of his 
own family been troubled with this disorder. Among seven 
patients with sacroiliac lipoma whom the author saw in a rela- 
tively short time, there were three cases of associated pannicular 
hernias. Because all patients were completely relieved of their 
pains, it is impossible to state which relieved those symptoms, 
the removal of the lipoma or the repair of the hernia. The 
lipoma was probably the causative factor and the hernia a co- 
incidental finding. Two factors are most important in diagnosis, 
the finding of a mass or masses and the relief of pain by pro- 
caine (Novocaine) block. Masses vary greatly. In some persons 
distinct nodules can be palpated, whereas others have instead 
a noticeable thickness of the subcutaneous tissue on the affected 
side, as compared with the unaffected side. This inability to 
feel any discrete nodule makes the diagnosis of lipoma ques- 
tionable. In these cases, however, procaine block, produced by 
injection of 8 to 10 cc. of 1 or 2% procaine, will clarify the 
diagnosis. If tenderness to palpation is greatly decreased and 
pain is diminished or abolished, and provided thickness or 
nodules are present, the patient may be told that surgical treat- 
ment will probably bring relief. In the three patients in whom 
the author found hernias, the preoperative diagnosis had only 
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been sacroiliac lipoma. The histories of three patients are pre. 
sented. In two of them hernias were repaired after removal of 
lipomas. The author admits that he cannot positively say that 
pannicular hernias cause backache, but they should be looked 
for in each case of lipoma and adequately treated. 


NEUROLOGY & PSYCHIATRY 


Is Hepatolenticular Degeneration a Clinico-Pathological En. 
tity? J. G. Greenfield. Proc. Roy. Soc. Med. 47:150-152 (Feb,) 
1954. 


Until 1948 the diagnosis of Wilson’s disease rested on the 
characteristic motor symptomatology, associated with evidence 
of cirrhosis of the liver that was often slight during life. If 
familial incidence and a Kayser-Fleischer corneal ring were 
added the diagnosis was considered to be established. In 1948 
new biochemical signs were added to the picture of the disease; 
a peculiar aminoaciduria was found and abnormal copper stor- 
age, which had been earlier noted, was confirmed. Most patients 
with Wilson’s disease who have been examined since then have 
manifested these biochemical criteria. This appears to be the 
case in all familial cases with a positive Kayser-Fleischer ring. 
So far, therefore, the old concept of Wilson’s disease as a clinico- 
pathological entity has been confirmed. But there are also iso- 
lated, nonfamilial cases resembling Wilson’s disease in their 
motor and psychic symptoms and showing evidence of liver 
dysfunction in which the typical biochemical changes are ab- 
sent. Pathologically these cases resemble Wilson’s disease in 
the type of tissue change in the nervous system, but have quan- 
titative differences. Such a case forms the basis of this paper. 
It concerned a woman whose history suggests that the liver was 
damaged at the age of 5 with resulting cirrhosis. From the age 
of 8 to 18 years there were recurrent attacks attributable to 
splenic enlargement. In the third and fourth decades other signs 
of liver damage became evident. Motor symptoms, an asso- 
ciation of Parkinsonian rigidity with intention tremor, appeared 
at the age of 37 along with mild psychic symptoms. Attacks 
of hepatic coma developed at the age of 40 and the patient 
died at the age of 41. This history suggests that the cerebral 
damage was secondary to liver disease. There was severe dam- 
age to the cortical nerve cells and also obvious damage to the 
substantia nigra. The neuronal changes in the basal ganglions 
were less evident, but in the author’s experience they may not 
be very obvious even in typical cases of Wilson’s disease. His- 
tologically, therefore, this case may be classed as hepatolen- 
ticular degeneration, although it was atypical in several respects, 
but chemically it was entirely different. There was no amino- 
aciduria, no abnormal copper storage, and no Kayser-Fleischer 
ring. Cases like this are probably not very rare, but their classi- 
fication raises a difficult problem, since the biochemists exclude 
them from the category of Wilson’s disease. The name hepato- 
lenticular degeneration has never been entirely satisfactory 
since the cerebral changes in Wilson’s disease are never limited 
to the lenticular nucleus, and a new classification and terminol- 
ogy seems to be needed. Meanwhile it is important that cases, 
such as this, that do not conform to the modern chemical cri- 
teria of Wilson’s disease should be fully recorded. 


Abnormalities of Copper Metabolism in Wilson’s Disease and 
Their Relationship to Aminoaciduria. A. G. Bearn and H. G. 
Kunkel. J. Clin. Invest. 33:400-409 (March) 1954. 


Evidence has accumulated suggesting that Wilson’s disease is 
a metabolic disorder associated with disturbances in copper and 
amino acid metabolism. The experiments described in this and 
a companion paper were undertaken to investigate further the 
abnormalities in copper and amino acid metabolism in this dis- 
ease. Copper and amino acid levels in serum and urine were 
determined in 17 patients with Wilson’s disease and compared 
with a control group of 23 patients with cirrhosis of the liver 
as well as with 12 normal persons. Reduced copper levels in 
the serum and elevated urinary concentrations of copper were 
characteristic findings in Wilson's disease. The presence of both 
abnormalities proved more characteristic of the disease than 
either one alone. Reduced levels of the serum copper protein, 
ceruloplasmin, were found in all cases of Wilson’s disease and 
represented the most specific biochemical abnormality found. 
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The specificity of the enzymatic method for the determination 
of ceruloplasmin was demonstrated by procedures of zone elec- 
trophoresis. A parallelism was demonstrated between the 
urinary copper and amino acid excretion in Wilson's disease. 
Increasing the amino acid excretion by increasing the protein 
intake or by the administration of cortisone resulted in a paral- 
lel increase in the urinary excretion of copper. The authors 
suggest as a hypothesis that in Wilson's disease as a result of 
an increased absorption of copper this metal accumulates in 
the tissues and appears in the urine. If the deposition of copper 
in the liver becomes excessive cirrhosis may develop, and, in 
an analogous fashion, accumulation of copper in the kidney 
may give rise to renal tubular damage. If this occurs an in- 
creased urinary excretion of amino acids, peptides, and occa- 
sionally glucose will result. 


Amino Acid Content of Blood and Urine in Wilson’s Disease. 
W. H. Stein, A. G. Bearn and S. Moore. J. Clin. Invest. 33:410- 
419 (March) 1954. 


With the development of chromatographic methods employ- 
ing columns of ion exchange resin, it has become possible to 
determine quantitatively and simultaneously the concentration 
of all of the ninhydrin-positive substances in normal and ab- 
normal urines and in plasma. The application of these methods 
to a study of the amino acid distribution in the urine and plasma 
of patients with Wilson’s disease forms the basis of this com- 
munication. Of six cases examined, five exhibited a widespread 
and massive aminoaciduria, but one patient showed an almost 
normal excretion of amino acids. The highest levels of excre- 
tion are reached by threonine and cystine, which may be ele- 
vated twentyfold. The levels of serine, glycine, asparagine (and 
probably also glutamine), valine, tyrosine, and lysine may rise 
five to tenfold, while histidine, ornithine, and phenylalanine 
occur at two to four times the normal level. Two amino acids 
not encountered in normal urine, namely proline and citrulline, 
appear in considerable quantities in many cases. The amounts 
of aminoadipic acid, methionine, isoleucine, leucine, and argi- 
nine seem to be the least abnormal, while on the average there 
appears to be a diminished excretion of taurine, 1-methylhisti- 
dine, and 3-methylhistidine. Amino acids in conjugated linkage 
exist in the urine of patients with Wilson’s disease in quantities 
about double those obtained from normal urine. There is thus 
a smaller proportional elevation in the amount of conjugated 
amino acids than found for the free amino acids. As deter- 
mined by chromatography on Dowex 50 (an ion exchange 
resin), the amino acid distribution in the plasma of subjects 
with Wilson’s disease is normal. The amino acid levels in the 
urine of normal persons are relatively insensitive to the amount 
of protein in the diet. In Wilson’s disease, on the other hand, 
the level of urinary amino acids is quite sensitive to the pro- 
tein intake. This evidence indicates that the aminoaciduria in 
Wison’s disease is a result of a renal lesion. This symptom 
appears, however, to be secondary to some other basic disturb- 
ance that may well be connected with copper metabolism. 
Hence the urinary amino acid pattern in a group of patients 
with Wilson’s disease might vary greatly depending on both the 
state of the disease and the composition of the diet. 


Neurological Sequelae of Prophylactic Inoculation. H. G. Mil- 
ler and J. B. Stanton. Quart. J. Med. 23:1-27 (Jan.) 1954. 


Miller and Stanton review the literature on neurological 
complications of prophylactic inoculation and serum adminis- 
tration and report 12 recent cases. Paralytic poliomyelitis fol- 
lowing inoculation and neurological sequelae of Jennerian 
vaccination are excluded from consideration; the cases reported 
followed inoculation against tetanus, typhoid-paratyphoid, per- 
tussis, diphtheria, and rabies. The authors feel that these neuro- 
logical sequelae of prophylactic inoculations are largely ignored, 
because the patient is rarely treated for the complication by 
the physician who gave the original injection and the relation 
between inoculation and subsequent neurological symptoms 
may pass unrecognized. These. cases lie in a neglected area 
surrounded by the fields of neurology, preventive medicine, and 
pediatrics. The clinical syndromes fall into four main overlap- 
ping groups (1) radiculitis including radiculoneuritis, mono- 
neuritis, plexitis, and shoulder girdle neuritis; (2) polyneuritis 
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and polyradiculoneuritis (Guillain-Barré syndrome), (3) myelitis 
and Landry‘s ascending paralysis, and (4) meningeal and cere- 
bral forms. Recovery takes place in the majority of the neuritic 
and radicular types within a few months to two years. About 
20% of patients are left with some residural weakness and 
wasting. The cerebral and myelitic forms carry a graver prog- 
nosis. The authors report four cases in which neurological 
symptoms accompanied serum sickness after the prophylactic 
administration of antitetanus serum. They comprise two in- 
stances of cervical radiculitis, one of which showed suggestive 
evidence of slight involvement of the spinal cord, and the other 
coincident weakness of the diaphragm; a mild polyradicular 
syndrome; and an instance of transient peripheral neuritis ac- 
companied by bilateral papilledema. The fifth case in this group 
is an example of transverse myelitis following the administra- 
tion of antidiphtheritic serum. The neurological complications 
of typhoid-paratyphoid vaccine are illustrated by two cases, 
that is, an instance of Landry’s paralysis beginning seven days 
after a second injection of T. A. B. and a rapidly fatal neuro- 
logical illness two days after a first inoculation with T. A. B. 
and tetanus toxoid. Complications of pertussis vaccination are 
different from those encountered after other prophylactic inoc- 
ulations in that the illness is always cerebral. In one case re- 
ported, hemiplegia on the right side followed an apparently 
acute cerebral illness seven days after a third injection of diph- 
theria-pertussis vaccine, leaving moderate residual disability two 
years later. In another case, a neurological illness of 10 days’ 
duration began 24 hours after a second injection of diphtheria- 
pertussis vaccine and was characterized by convulsions and 
stupor. There was complete and rapid recovery. There was a 
case of transverse myelitis following inoculation against diph- 
theria with alum-precipitated toxoid. Appreciable disability per- 
sisted nine years later. Neuroparalytic complications of antirabic 
treatment are exemplified in another case in which high 
transverse myelitis developed on the eighth day of antirabic 
therapy in a man 23 years old. Recovery was fair, but residual 
signs persisted five years later. A final case is an example of 
neurological sequelae of skin testing; acute bulbar encephal- 
opathy developed in a boy, aged 10, after a Schick tesf. He re- 
covered, but examination seven months later revealed residual 
wasting and weakness of the left masseter and temporal mus- 
cles, deviation of the jaw to the left on opening the mouth, and 
difficulty in moving the jaw to the right. It is suggested that the 
common factor in the pathogenesis of these cases is anaphylactic 
hypersensitivity and that a similar mechanism may be involved 
in many of the identical neurological illnesses that occur in- 
dependently of preceding inoculation. 


The Cervical Cord in Multiple Sclerosis: Clinical Observations 
on Local Spread of Disease. D. McAlpine. Arch. Middlesex 
Hosp. 4:1-15 (Jan.) 1954. 


Earlier investigations of the pathological lesions of multiple 
sclerosis had indicated that the sensory symptoms in the upper 
limb were caused by plaques in the posterior column of the 
cervical cord. This study is based on the notes of 150 patients 
who were observed in the Middlesex Hospital and who had been 
examined within a year of the onset of the disease. In roughly 
half of the 150 cases, the first symptom suggested one or more 
lesions in the spinal cord, but some of these were disregarded 
either because of evidence of multiple lesions in the cord or 
because of doubt as to the site of the initial lesion. In 31 cases 
it was possible to attribute the first symptom to invasion of 
the cervical cord. The cervical cord was chosen for this study 
for two reasons: first, because not infrequently it may be affected 
early in the disease and, second, because at this level of the 
cord afferent impulses from all four limbs and the trunk are 
represented in a known relationship to each other within a 
small area. Since paresthesias are a common feature of the 
opening phase of multiple sclerosis, there seemed an oppor- 
tunity of studying their distribution and mode of spread in the 
hope that some light might be thrown not only on the local- 
ization of the early lesions in this part of the cord but also on 
the mechanism by which they produce symptoms. By relying 
on the character, distribution, and mode of spread of par- 
esthesias, and to a lesser extent on the reflex changes, it has 
been possible to confirm Oppenheim’s view that the posterior 
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half of the cord is especially vulnerable early in the disease. 
Clinical findings suggest that not infrequently the early lesions 
in the posterior columns in the cervical cord are distributed 
symmetrically. Four cases are described to illustrate the fact 
that the mode of spread of paresthesias frequently corresponds 
to the anatomic arrangement of proprioceptive fibers within the 
posterior columns. This finding suggests that symptoms are pro- 
duced by a process of focal diffusion that may occur trans- 
versely across the cord and for some segments above and prob- 
ably below the primary focus. If it is assumed that in multiple 
sclerosis the degree of demyelination and the impairment of 
conduction in axis cylinders are closely related, it is necessary 
to visualize varying degrees of myelin loss in order to account 
for the variations in the intensity and duration of early symp- 
toms and the extent to which they remit. The fact that short- 
lived symptoms may clear up entirely, leaving behind them no 
clinical evidence of any structural change in the nervous sys- 
tem, suggests that the diffusing agent may cause minimal dam- 
age to myelin sheaths. The sclerotic plaques seen at post mortem, 
which evolve slowly and progressively, can have little resem- 
blance to the rapidly diffusing process that must occur often 
at the onset of the disease. The so-called “shadow plaque” may 
represent this early lesion. 


GYNECOLOGY & OBSTETRICS 


Prolonged Pregnancy. J. Richon. Presse méd. 62:141-142 (Jan. 
30) 1954. (In French.) 


Prolonged pregnancy occurs at a rate of 0.28 to 0.65%, 
according to the author’s figures. He concludes from his series 
of 41 patients that there is both a pathological and a physio- 
logical type of prolonged pregnancy, the first being dangerous 
to the fetus and the second not. Unfortunately, there is as yet 
no way to tell these apart before delivery. Of the 41 children 
delivered by these women, 21 were normal and healthy, 11 had 
a peculiar appearance, such as yellow or wrinkled skin, but de- 
veloped normally, and 9 died (4 were macerated, 3 died dur- 
ing labor, and 2 died a few minutes after birth). The author 
considers it useless and dangerous to the mother to initiate de- 
livery, or, especially, to perform cesarean section. Systematic 
initiation of delivery is advisable if there is a previous history 
of fetal trauma or death due to a prolonged pregnancy. For 
this, the author always uses Hauch’s method. After a 48 hour 
preparation with estrogens, he administers alternately 0.25 gm. 
of quinine sulfate and 5 units of pituitary extract, not exceed- 
ing 1 gm. of quinine and 15 units of posterior pituitary extract 
in three doses. The end of the 10th month after the last menstru- 
ation appears to be a decisive date in determining the health 
of the fetus; unforeseen, rapid, fetal deaths occur frequently 
after this date. Medical intervention in prolonged pregnancy, 
keeping this decisive date in mind, should be done near the time 
that is assumed to represent term. There is at present no hor- 
monal or clinical criterion for determining fetal anoxia and 
consequently allowing the uterus to be emptied in time to save 
the life of the fetus. This fact and the relatively high rate of 
live births obtained from women with prolonged pregnancies 
(32 out of 41) have conditioned the author’s conservative 


policy. 


Prognostic Value of Vaginal Smears Taken During Treatment 
for Cancer of the Uterus. A. Sicard and C. Marsan. Presse méd. 
62:245-247 (Feb. 17) 1954. (In French.) 


Basing their work on that of Ruth Graham, the authors ob- 
tained vaginal smears from 17 patients treated for uterine can- 
cer by preoperative irradiation and hysterectomy with iliohypo- 
gastric adenectomy. Smears were taken before treatment, after 
radium therapy, during the two or three month period between 
irradiation and operation, and every six months after the appar- 
e... cure, up to five years in some cases. Radium produces de- 
genera..on of both the nucleus and the cytoplasm. The changes 
are especially sensitive at the level of the basal cells. Only cellu- 
lar gigantism and vacuolization of the cytoplasm are consid- 
ered by Graham to be specific. The polynuclear cells are ex- 
tremely numerous and are grouped in “nests”; erythrocytes and 
histiocytes are numerous. These changes are transitory; they 
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reach their height on cessation of treatment and persist for an 
average of one year. The cytologist’s problem is to determine 
whether a smear from a treated patient is still positive, ren- 
dered negative by the radium, or positive again due to a re- 
lapse. This differential diagnosis is very difficult; the errors 
made tend to be false positive ones rather than false negative 
ones. The authors set their findings down in graph form so as 
to predict the outcome of each patient’s disease. These results, 
as compared with the clinical findings, were correct in 94% of 
their cases, and their predictions preceded the clinical manifes- 
tations of relapse by as much as nine months. The authors 
conclude, therefore, that vaginal smears taken every six months 
after treatment are at the moment the most effective means of 
discovering reappearances of uterine cancer. 


Prognosis of Pulmonary Tuberculosis in Married Women. C. J. 
Stewart and F. A. H. Simmonds. Tubercle 35:28-30 (Feb.) 1954. 


In a previous follow-up for 15 to 18 months of 455 married 
women with pulmonary tuberculosis, 216 of whom were preg- 
nant, the results showed that the proportion of women whose 
disease relapsed or caused death was similar in the pregnant 
and nonpregnant. Of the original 455 tuberculous women, 428 
have been traced for at least five years. It was found that, on 
the whole, women with pulmonary tuberculosis appear to suffer 
no additional harm as a result of pregnancy. Women with qui- 
escent or arrested tuberculous disease of the lungs who bear 
a child do not have an increased risk of relapse during the next 
five years when compared with a similar group of women not 
pregnant in the first 18 months of a similar period. The five 
year survival rate in married women with active tuberculosis 
appears to be about the same whether they are pregnant or 
not. The prognosis for married women with pulmonary tuber- 
culosis at the time of this investigation (1944 to 1950) shows a 
considerable improvement over results previously published. 


PEDIATRICS 


Endocardial Sclerosis: Anatomoclinical Report of Six Cases. 
G. Voussure and P. Drochmans. Acta paediat. belg. 7:241-262 
(No. 6) 1953. (In French.) 


The clinical symptoms are reported of nine children, six aged 
2 years or more and three only a few months old, with endo- 
cardial sclerosis (endocardial fibroelastosis). This disease is 
characterized by circulatory insufficiency of more or less sud- 
den onset with dyspnea, tachycardia, cyanosis, and hepato- 
megaly. The heart volume is considerably increased. All cases 
but one were fatal; six autopsies were done and the findings 
reported. It was in no case possible to ascertain the presence 
of an infectious agent, nor in fact could any cause be discov- 
ered. The authors’ six cases can be classed among the nearly 
300 cases existing in the literature in which necropsies revealed 
cardiac hypertrophy with endocardial sclerosis; some cases 
showed essential hypertrophy and some glycogenosis. Sympto- 
matic treatment with digitalis and diuretics yields definite but 
transitory improvement. Corticotropin was administered to one 
patient in this series, the only one who was alive at the time of 
writing, but nothing definite can be said about the efficacy of this 
treatment. At present, little is known about the disease, and it 
has a very poor prognosis. 


Herpes Simplex Virus in Infantile Eczema. G. I. Barrow. Brit. 
M. J. 1:482-486 (Feb. 27) 1954. 


Primary infection with the virus of herpes simplex is re- 
ported complicating infantile eczema in two baby girls aged 
6 and 11 months. Both infants had not been vaccinated. Clini- 
cal diagnosis of herpes simplex depended on the sudden appear- 
ance of profound toxemia, high temperature, and a pock-like 
eruption on the eczematous skin. Umbilicated vesicles and 
pustules with a marked inflammatory reaction developed on 
the extremities of an 8-month-old baby boy who had not been 
immunized and vaccinated himself, but whose parents were 
vaccinated 10 days before the appearance of the “vaccination 
blisters” in the infant who had suffered from xeroderma and 
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scattered patches of eczema since birth. Treatment in all three 
patients consisted of chlortetracycline (Aureomycin) lotion or 
cream locally and chlortetracycline and penicillin parenterally. 
Recovery resulted, but the basic eczema and xeroderma were 
unchanged. Despite the small number of cases, but in conjunc- 
tion with the observations of other workers, the following con- 
clusions suggest themselves. The cases described constitute a 
little-known clinical syndrome of which the main features are 
a sudden general disturbance and a pock-like eruption occur- 
ring on previously damaged skin. Since there is little resem- 
blance to chickenpox, the inclusive term “Kaposi's varicelliform 
eruption” hitherto used without qualification regarding the 
causative virus, should be discarded. Although not entirely sat- 
isfactory, but in order to obtain some degree of uniformity and 
to denote the association between damaged skin and inoculation 
with the virus of herpes simplex and vaccinia, respectively, the 
terms eczema herpeticum and eczema vaccinatum are sug- 
gested. Eczema herpeticum represents an exaggerated re- 
sponse to primary infection and is highly infectious to suscepti- 
ble persons. The primary inoculation of the virus may be via 
the damaged skin. Subsequent dissemination is hematogenous 
with localization in the damaged areas. The prognosis is vari- 
able, but may be influenced by prompt diagnosis and preven- 
tion of secondary infection. Patients affected should be rigidly 
isolated. Persons with atopic aczema should be safeguarded 
from herpetic and vaccinial contacts, including members of 
the medical and nursing staffs if affected. Vaccination should 
never be performed in the presence of any skin damage, 
especially atopic eczema. It is doubtful whether the parents 
of children with atopic eczema should be vaccinated; if so, the 
vaccination site should be carefully covered. Both eczema 
herpeticum and eczema vaccinatum should be regarded as 
notifiable diseases. 


Chloramphenicol in the Treatment of Influenzal Meningitis. 
P. Krepler and L. Leixnering. Klin. Med. 9:61-69 (Feb. 1) 
1954. (In German.) 


Of four children between the ages of 4 months and 5% years 
with Hemophilus influenzae meningitis who received combined 
treatment with antibiotics and sulfonamide compounds, one 14- 
month-old girl with a mixed infection with pneumococci was 
given procaine penicillin intramuscularly, streptomycin intra- 
muscularly and intraspinally, and sulfadiazine; clinical recov- 
ery and sterilization of the cerebrospinal fluid of this patient 
occurred within eight weeks. A 9-month-old baby boy was 
treated with streptomycin, chlortetracycline (Aureomycin), and 
sulfamethazine (Diazil) without results. The use of all the drugs 
was discontinued, and chloramphenicol (Chloromycetin), first 
in a dose of 200 mg. and then of 100 mg. per kilogram of body 
weight, was given by duodenal tube. Immediate improvement 
resulted. Treatment with chloramphenicol was continued for 15 
days, and complete recovery was obtained. Combined treatment 
with penicillin, streptomycin, and the German de-ma sulfona- 
mide combination (Supronal) was given with insufficient results 
to a 5¥%-year-old boy. Complete recovery resulted from com- 
bined treatment with chloramphenicol (50 mg. per kilogram of 
body weight) and Supronal (0.6 gm. per kilogram of body 
weight). The fourth patient a 4-month-old baby boy was treated 
with chloramphenicol alone; the antibiotic was given for three 
weeks, first in doses of 100 mg. and then in doses of 50 mg. 
per kilogram of body weight; this resulted in clinical recovery. 
Sterilization of the cerebrospinal fluid occurred within eight 
weeks. Sequelae did not occur in any of the patients. In the 
case of the third patient who had otogenous meningitis, Supronal 
seemed to exert the greatest therapeutic effect, but chloram- 
phenicol proved to be a valuable adjuvant. Meningitis de- 
veloped in the fourth patient when whooping cough was at its 
culmination point, and, despite that, recovery from meningitis 
was obtained with chloramphenicol alone. The authors’ results, 
as well as those reported by other workers, suggest that the use 
of chloramphenicol is superior to all other methods of treat- 
ment in Hemophilus influenzae meningitis; the mortality rate 
had been reduced to 2.4%. Combined treatment with sulfona- 
mide compounds, streptomycin, and polymyxin B (Aerosporin) 
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may be employed for broadening of the spectrum and for in- 
creasing the effect of chloramphenicol. Since in vitro some 
strains of Hemophilus influenzae may be less sensitive to chlor- 
amphenicol, the authors recommend the administration of a 
dose of 200 mg. of the antibiotic per kilogram of body weight 
in 24 hours for 10 days. 


Studies on Action of Corticotropin on the 17-Ketosteroid and 
11-Oxycorticoid Excretion and Blood Picture During First 
Months of Life. B. Carletti and A. De Barbieri. Minerva pediat. 
§:1067-1073 (Dec. 15) 1953. (In Italian.) 


This study on eight children, between the ages of 1 month 
and 2 years, was undertaken to determine whether the adrenal 
cortex of children in the first months of life can be functionally 
stimulated by corticotropin. The total urinary excretion of the 
17-ketosteroids, 11-oxycorticoids, total nitrogen, and uric acid 
was determined daily for six or seven days before, each day 
during, and 48 hours after the administration of corticotropin; 
the leukocytes and eosinophils were counted and the differen- 
tial count was made immediately before and four or five hours 
after the morning injection and again 15 hours after adminis- 
tration of the hormone was discontinued. Two units of corti- 
cotropin per kilogram of body weight was given to the chil- 
dren in two divided doses daily for three days. The increase in 
the urinary excretion of the 17-ketosteroids, 11-oxycorticoids, 
total nitrogen, and uric acid was marked. The blood chemistry 
studies revealed a pronounced drop in the number of circulat- 
ing eosinophils, but changes in the number of leukocytes and 
in the differential count were not constant. The authors con- 
clude that the adrenal cortex of children in the first months of 
life is functionally mature for the secretion of glycoactive and 
androgenous hormones. They also feel that, although the in- 
direct tests based on the count of the circulating blood elements 
give good indications of the status of the adrenal cortex, these 
results cannot be considered absolutely valid. According to 
them, only the determination of the urine excretion of the 
17-ketosteroids and the 11-oxycorticoids can clinically indicate 
the exact functional status of the adrenal. 


Cortisone in Treatment of Infantile Rheumatic Carditis. G. Rot- 
tini and B. Grego. Minerva pediat. 5:1200-1207 (Dec. 31) 1953. 
(In Italian.) 


Cortisone was given to six children with rheumatic carditis. 
In five of them the disease was active, while in the sixth there 
was severe decompensation. The American authors’ method of 
administering the hormone was followed. Massive doses were 
used during the first days and were gradually reduced to a 
maintenance dose. The treatment was given in two separate 
courses with a four or five day interval between. Penicillin com- 
bined with streptomycin was administered concurrently with 
the hormone to prevent side-effects to the respiratory apparatus. 
The treatment had good effects in the five children in whom 
the disease was active. Pain in the joints disappeared within five 
or six days, and there was a parallel sense of well being; the 
temperature dropped and was restored to normal within three 
to five days. The granulocytes increased, the mononuclear leu- 
kocytes remained almost unchanged, and the eosinophils dis- 
appeared (in four patients). The sedimentation rate dropped 
during the first course of treatment, increased during the treat- 
ment-free interval, and returned to normal by the end of the 
second course of treatment. The serum proteins were not in- 
fluenced nor were the blood electrolytes. Because of the short 
follow-up, it is difficult to evaluate the efficacy of the treatment 
on the myocardial impairment, but, on the basis of clinical, 
electrocardiographic, and roentgenologic findings, the heart 
condition was improved in two children, while the improve- 
ment was less evident in the other three. The systolic murmur 
remained unchanged in all five. The electrocardiograms re- 
vealed a marked increase of the angle between the S-T segment 
and the T wave; this angle had been almost absent in the 
electrocardiograms taken before the treatment was instituted. 
The authors question whether the absence and presence of this 
angle in the electrocardiograms of patients with rheumatic 
carditis might be taken as an indication of the activity and re- 
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mission of the myocarditis process. The treatment had no 
effect on the condition of the sixth child, probably because the 
disease had slowly evolved into Still's disease. 


DERMATOLOGY 


Treatment of Chronic Discoid Lupus Erythematosus with Quina- 
crine. B. L. Rhodes and M. F. Allende. California Med. 80:70- 
71 (Feb.) 1954. 


Rhodes and Allende say that, although a widely used text- 
book of medicine speaks of chronic discoid lupus erythematosus 
as a benign disease, most dermatologists do not share this view, 
because they know of the extensive disfigurement it can cause, 
they are cognizant of studies that indicate that many patients 
with this disease show systemic involvement, and they occa- 
sionally observe a patient in whom the discoid lesion dissemi- 
nates into the systemic form. Several reports on the favorable 
effects of quinacrine hydrochloride on chronic discoid lupus 
erythematosus induced the authors to try this treatment in 25 
patients who had had the disease for from six months to 41 
years. The patients were instructed to take 100 mg. of quina- 
crine hydrochloride (Atabrine) three times a day for two to 
three weeks and then 100 mg. daily until satisfactory results 
were obtained. Only 4 of the 25 patients showed no improve- 
ment. In 7 of the 21 who obtained benefit from the treatment, 
the lesions cleared completely. Lesions usually started regress- 
ing at the end of two or three weeks. Improvement persisted 
in 12 patients for four to six months (the time of most recent 
observation) after cessation of treatment. Three patients had 
relapses following exposure to sunshine, and all improved again 
after treatment was resumed. 


Treatment of Lupus Erythematosus with Chloroquine Sulphate. 


G. Harvey and T. Cochrane. J. Invest. Dermat. 22:89-91 (Feb.) 
1954, 


After quinacrine hydrochloride had proved effective in the 
treatment of lupus erythematosus, Harvey and Cochrane de- 
cided to try other antimalarial drugs. They gave chloroquine 
sulfate to 10 patients with lupus erythematosus and proquanil 
hydrochloride to 10 other patients with this disease. No re- 
sponse was obtained with the latter compound, but in two pa- 
iients treated with chloroquine sulfate the lesions cleared 
completely. That these two were not spontaneous remissions 
was proved by the fact that one patient relapsed after treatment 
was stopped, but on further treatment with chloroquine sulfate 
the disease again cleared. After that chloroquine sulfate was 
used in 30 patients with lupus erythematosus of the chronic 
discoid type. Tablets containing 150 mg. of chloroquine base 
were used throughout. For the first two weeks 150 mg. of 
chloroquine base was given daily. The dosage was then in- 
creased to 300 mg. daily for four weeks and subsequently re- 
duced to 150 mg. daily for the next four weeks. Nine patients 
responded excellently to treatment, and their lesions cleared or 
healed completely. Another nine showed a satisfactory improve- 
ment. In one patient hematemesis developed, and two other 
patients had difficulty in focusing for near vision. In comparing 
the results obtained with quinacrine and with chloroquine sul- 
fate, the authors found that the latter compound is as good as 
the former and that it is less toxic. There is no discoloration 
of the skin. 


UROLOGY 


Pubic and Ischial Necrosis Following Cystostomy and Prosta- 
tectomy (Osteitis Pubis). E. L. Lame and Hon Chong Chang. 
Am. J. Roentgenol. 71:193-212 (Feb.) 1954. 


Lame and Hon Chong Chang point out that osteitis pubis 
was first described by French urologists in 1923, but that Beer 
in 1924 first employed the term osteitis pubis. Since 1946 the 
condition has been described with much greater frequency, and 
there is evidence that it is almost entirely due to opening of 
the urinary bladder and/or prostatectomy. In order of inci- 
dence, suprapubic prostatectomy and retropubic prostatectomy 
have been the chief precursors and, to a much lesser extent, 
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transurethral resection, cystectomy, and perineal prostatectomy. 
To the 120 cases in previous reports in the radiological litera- 
ture, this paper adds 9 more, all of which occurred after supra- 
pubic surgical interventions. In the summary the authors stress 
that osteitis pubis is a benign, self-limited disease, probably 
closely related to osteomyelitis. Early diagnosis is best made 
by careful attention to the history and physical signs and then 
by accurate roentgenologic methods. Rare complications con- 
sist of sinus formation and destructive arthritis of the hip, o/ 
which a case is reported here. The etiology and pathology are 
obscure, but it is suggested that three factors are concerned: 
trauma to nerves, trauma to vessels and connective tissue, and 
infection. The discussion of trauma seems important, for it 
may stimulate a search into the part played by modern urologic 
operations. Bone destruction suggesting infectious origin was 
found in nearly all cases in which histological studies could be 
carried out. The various treatments that have been employed 
are reviewed. All of the nine patients whose cases are pre- 
sented here received roentgen therapy in small fractionated 
doses; large amounts are not recommended. One patient re- 
ceived cortisone and two patients corticotropin and vitamins in 
addition to irradiation. Roentgen therapy is a valuable means of 
securing prompt partial relief, but not cure, in the majority of 
patients. Recovery usually is more rapid in cases treated early. 
Further research is needed in therapy by cortisone, cortico- 
tropin, and vitamins as well as in radiotherapy. Revision of 
modern urologic techniques may prove of prophylactic value. 


Epididymectomy and Antituberculosis Drugs in Treatment of 
Tuberculous Epididymitis. J. R. Rinker. South. M. J. 47:193- 
196 (March) 1954. 


Have the antituberculosis drugs challenged the position of 
early epididymectomy as the treatment of choice in tuberculous 
epididymitis? Is medical treatment without surgery ever ade- 
quate in those patients in whom the epididymitis appears to 
have become inactive? Has the profession been sufficiently con- 
cerned with conservation of the testicles, that is, unnecessary 
loss of these organs by “technically easy” orchidectomy versus 
the more difficult and tedious epididymectomy? To answer these 
questions surgical specimens were studied with the clinical data 
from 27 patients who had been operated on for tuberculous 
epididymitis. The patients were arbitrarily divided into two 
groups: the first comprising 19 patients who had received either 
no antituberculous drugs or who had been treated with such 
drugs for six months or less. Those receiving such treatment 
for more than six months were placed in the second group. 
Treatment regimens consisted of streptomycin, p-aminosalicylic 
acid (PAS), and isoniazid given alone or in various combina- 
tions. In the first group there were no cures, and the surgical 
specimen in every case showed evidence of unhealed tubercu- 
losis. In the group of eight patients who received treatment 
for more than six months, one patient was indisputably cured. 
In this patient the epididymitis was proved to be tuberculous 
by acid-fast studies of the drainage from an active sinus before 
treatment. The man received streptomycin and p-aminosali- 
cyclic acid for 126 days, ending Jan. 8, 1952. On July 1, 1952, 
an abscess of the epididymis drained spontaneously. Follow- 
ing this, the patient received isoniazid and streptomycin for 
six months before surgery. The surgical specimen (epididymis) 
was negative for tuberculosis. The mechanism of cure in this 
case was presumably the draining sinus that allowed the dis- 
eased area to be amputated naturally and the area cleansed by 
drainage in conjunction with the benefits obtained from the 
drugs. The active tuberculosis was apparently localized in one 
area of the epididymis. Another patient’s surgical specimen was 
negative after debatable but presumptive evidence that it had 
been tuberculous. Studies on the other surgical specimens con- 
vinced the author that streptomycin and the antituberculosis 
drugs are ineffective in curing tuberculosis in the epididymis. 
Early epididymectomy combined with drug therapy is the treat- 
ment of choice. Epididymides that appear to have become qui- 
escent should be removed for the systemic, as well as local, 
benefit of the patient. Castration, however, is rareiy necessary. 
In a few of the author’s patients, a diseased portion of the testic!e 
was removed with the epididymis. 
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OTOLARYNGOLOGY 


Perforation of Nasal Septum Due to Soda Ash. R. McL. Archi- 
bald. Brit. J. Indust. Med. 11:31-37 (Jan.) 1954. 


Soda ash is manufactured from coke, limestone, and brine. 
It is a white powder. When the dried ash is packed into jute 
or paper bags, dust is inevitably produced despite exhaust ven- 
tilation. Soda ash causes rhinorrhea and paroxysmal sneezing 
at first, but the worker quickly becomes acclimatized. The sub- 
stance can be tasted. Packing soda ash is a hot job, and most 
packers do not like protective masks. The temperature of the 
ash at the packing point varies from 120 to 130 F. Considerable 
dust is also raised in the cleaning and repairing of returned 
bags. Archibald, who is concerned with the perforation of the 
nasal septum that occurs in workers who handle soda ash, pre- 
sents studies carried out in two soda ash factories in Britain. 
Two groups of workers, exposed to soda ash dust, and two 
control groups were studied with regard to the incidence of 
perforation of the nasal septum. The incidence of actual and 
impending perforation of the nasal septum in the four groups 
with large, moderate, slight, and no exposure to soda ash dust 
was respectively 11.1, 12.1, 1, and 0%. In addition, abnormal- 
ities of the septal mucosa that might be attributed to the effects 
of soda ash were seen in 8, 6.4, 5.5, and 0% respectively. These 
figures indicate an occupational factor in the production of per- 
forations of the nasal septum. The perforations are circular or 
oval, and the margin appears to be totally covered by mucous 
membrane, which presumably dips in from either side as the 
lesion develops and ultimately becomes continuous. The diam- 
eter varies from a few millimeters to centimeters. In an ulcer- 
ated septum, there is loss of mucous membrane, shallow, slop- 
ing edges leading down to the hollowed area that is often 
covered by a crust of caked ash or inspissated mucus. Careful 
removal of the crust reveals the raw ulcerated surface. No 
workman examined was aware of, or complained of, any ab- 
normality in the nose. Even large perforations appear to be 
entirely asymptomatic. It is believed that the stream of in- 
spired air containing fine particles of sodium carbonate does 
in fact impinge on the septum. A solution of continuity pre- 
sumably occurs and is followed by ulceration and perforation. 
The perforations do not appear to enlarge once the margins 
have become covered with mucous membrane. This is pre- 
sumably because no further dust impinges on the septum and 
also because of alteration in the flow of inspired air. The 
author feels that, although the perforation of the nasal septum 
is asymptomatic, the septum has a physiological and anatomic 
role to play, and that alteration or modification of its structure 
must be potentially, if not actually, harmful. The main ap- 
proach must be to reduce or eliminate the dust. Perforation 
of the nasal septum as a direct result of occupation has been 
recognized since the days of Rammazzini. Perforations of the 
septum due to chrome and arsenical salts are frequently men- 
tioned, and it has been pointed out that certain hygroscopic 
substances including lime, calcined spathic ores, cement, pow- 
dered sodium carbonate, tar, and pitch may produce septal 
lesions. Other reports indicate that ulceration and perforation 
of the nasal septum is particularly frequent in workers who 
handle calcium nitrate and in glass workers employed in mix- 
ing silicon dioxide with anhydrous sodium carbonate. 


Thrombosis of the Cavernous Sinus. A. Hager. Ztschr. Laryng. 
Rhin. Otol. 33:109-130 (Jan.) 1954. (In German.) 


Hager points out that the sinus cavernosus is a central venous 
reservoir that may become infected by the faciogenous, orbito- 
genous, dentogenous, rhinogenous, tonsillogenous, pharyngo- 
genous, otogenous, and hematogenous routes. Blockage of the 
sinus cavernosus by blood clots interferes with the blood flow, 
and, if the thrombus is septic, generalized sepsis or pyemia may 
result with pulmonary and articular metastases. Damage to the 
wall of the sinus may be followed by meningitis, encephalitis, 
brain abscess, and death. If the process is arrested, blindness 
from optic atrophy or paralysis of the facial nerve or of the 
eye muscles may result; trigeminal neuralgia, hearing loss, 
vestibular disturbances, and attacks of fainting are other pos- 
sible sequelae. The general symptoms are chiefly those of sepsis. 
Fever may be continuous or intermittent; chills, cold sweat, dry 
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tongue, splenic tumor, vomiting, stupor, unconsciousness, 
confusion, and even epileptiform convulsions may occur. 
Terminally signs of meningitis may appear. Local symptoms 
resulting from mechanical interference with the blood flow such 
as Stasis in the region of the homolateral eye and orbit provide 
diagnostic pointers; considerable exophthalmus, edematous 
swelling of the eyelids, and chemosis of the conjunctivas may 
be present. The eyeground may show hyperemia of the papilla, 
choked disk, optic neuritis, and retinal hemorrhages. Edema 
and livid discoloration may appear on forehead and cheek, and 
paralysis of the eye muscles may result. In discussing the treat- 
ment, the author says that, since the introduction of the sulfona- 
mides, the prognosis of thrombosis of the cavernous sinus has 
become more favorable and that penicillin has caused further 
improvement in therapy. This has been demonstrated in numer- 
ous reports. However, the surgical elimination of the primary 
focus of suppuration is still essential. Of the four case histories 
presented, two had a fatal outcome. 


THERAPEUTICS 


Clinical Problems Created by Antibiotic Therapy. W. H. Harris 
Jr. Virginia M. Month. 81:63-67 (Feb.) 1954. 


The possibility that antibiotic therapy may lead to compli- 
cations of varying severity should be carefully considered before 
it is prescribed in any given case. Recovery may be seriously 
delayed by the appearance of entirely new and unsuspected 
infections as a result of the changes produced by antibiotics 
in the bacterial flora of the human body. Secondary infections 
are most apt to develop in elderly patients, those with chronic 
disease, and those in whom treatment has been prolonged. 
Monilia multiply luxuriantly during antibiotic therapy, but 
monilial involvement is confined for the most part to the oral, 
rectal, or vaginal mucosa. Thrush, the commonest such com- 
plication, usually results from the use of antibiotic trochees. 
Another complication of great practical importance is the de- 
velopment of bacterial resistance. Penicillin resistance, which 
has appeared largely in the staphylococcic species, has also 
been noted in most enterococci and in many strains of Strepto- 
coccus viridans, especially those responsible for subacute bac- 
terial endocarditis, but fortunately the hemolytic streptococcus, 
Treponema pallidum, gonococcus, meningococcus, and pneu- 
mococcus have retained their penicillin sensitivity. Resistance 
of the tubercle bacillus to streptomycin presents a major ob- 
stacle to the successful management of tuberculosis. Loss of 
sensitivity to the broad spectrum drugs, though not yet a serious 
problem, has been observed. Suppression of the penicillinase 
mechanism by these drugs, however, which restores the re- 
sponse to penicillin, may prove valuable in cases in which they 
have been used without success. Antibiotic antagonism is appar- 
ently rare in clinical practice, but the indiscriminate use of com- 
bined therapy should be avoided. Anorectal irritation and 
diarrhea often follow the use of the broad spectrum drugs, and 
a few cases of severe pseudomembranous enterocolitis have 
been reported in patients under treatment with chlortetracycline 
(Aureomycin) and chloramphenicol. A cholera-like syndrome 
of staphylococcic enteritis has been observed in some patients 
after the use of antibiotics, especially oxytetracycline (Terra- 
mycin). Unexplained fever associated with diarrhea in any pa- 
tient receiving antibiotics should suggest the onset of this severe, 
sometimes fatal, complication. Immediate discontinuance of the 
agent being used and the institution of intensive supportive 
measures are essential if the patient is to recover. Elimination 
of staphylococci from the intestinal tract has been secured in 
some cases by the administration of erythromycin, the most 
effective chemotherapeutic agent now available for use in this 
emergency. Immediate anaphylactic shock following penicillin 
administration is being reported with greater frequency as more 
and more persons are becoming sensitive to penicillin. The re- 
action appears suddenly, and since death may result within 
minutes great caution should be used in prescribing penicillin 
for patients with an allergic background, in whom suscepti- 
bility is most likely to be encountered. The benefits of antibiotic 
therapy are so great that these drugs should not be withheld 
when they are definitely indicated, but they should never be 
applied indiscriminately. 
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BOOK REVIEWS 


Nash’s Surgical Physiology. By Joseph Nash, M.D. Second edition edited 
by Brian Blades, M.D., Professor of Surgery, George Washington Uni- 
versity School of Medicine, Washington, D. C., with collaboration of 
Edward J. Beattie, Jr., et al. Cloth. $12.50. Pp. 686, with 35 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto, 2B, 1953. 


This book, an extensive revision, presents simply and briefly 
those aspects of physiology that are of special importance to 
the surgeon. It gives an accurate, readable account of the present 
status of most fields of physiology. Special attention has been 
given to those fields currently being most extensively developed. 
There is an excellent discussion of the physiology of the circu- 
lation and of the problems encountered in this field by the sur- 
geon in his attempts to repair congenital defects as well as those 
of disease. The chapters on surgical shock and on the physiol- 
ogy of respiration and of the digestive organs are well presented. 
There is a good account of the physiology of body fluids, of 
water and electrolyte balance, and of the regulation of the re- 
action of the blood. There is also a brief but adequate discussion 
of the physiology of the kidney, the endocrine glands, and the 
nervous system. The excellent bibliography of significant recent 
monographs and papers that is provided with each chapter adds 
greatly to the value of the book. Since an understanding of 
physiology is essential in modern surgical practice and research, 
this book should prove most useful to well-established surgeons 
as well as to residents and interns. 


Science, Medicine and History: Essays on the Evolution of Scientific 
Thought and Medical Practice, Written in Honour of Charles Singer. 
Collected and edited by E. Ashworth Underwood. Volumes I and II. 
Cloth. $45 per set. Pp. 563; 646, with illustrations. Oxford University 
Press, 114 Fifth Ave., New York 11; Amen House, Warwick Sq., London, 
E.C.4, 1953. 


These volumes are for the scholar. They are a compilation 
of 90 essays that cover a wide range. The contributors were 
friends or pupils of Prof. Charles Singer, and these volumes 
were written in honor of him. A bibliography of his published 
writings is included at the end of the second volume. The articles 
that make up the compilation are arranged in eight books by 
chronological periods. These books are entitled “The Ancient 
World,” “The Medieval World,” “The Renaissance,” “The New 
Philosophy,” “The Insurgent Century,” “The Eighteenth Cen- 
tury,” “The Nineteenth Century and After,” and “Conspectus 
Generales.” There is a subject index and an index of persons. 
The scientific fields covered include archaeology, early Chinese 
science, Egyptian medicine, astrology, astronomy, gynecology, 
anatomy, botany, neurology, psychiatry, ophthalmology, chem- 
istry, anthropology, zoology, geography, pathology, cytology, 
surgery, mathematics, physiology, cardiology, and others. Four 

‘of the papers are in French, and one is in Italian. The articles 
are well illustrated, annotated, and printed. These volumes will 
have a great appeal for a very limited group of readers. 


Klinik der Nebenniereninsuffizienz und ihre Grundlagen. Von Prof. Dr. 
Ludwig Weissbecker, medizinische Univ.-Klinik Freiburg/Br. Mit einem 
Geleitwort von Prof. Dr. Ludwig Heilmeyer, Direktor der medizinischen 
Univ.-Klinik Freiburg/Br. Cloth. 33 marks. Pp. 251, with 28 illustrations. 
Ferdinand Enke Verlag, Haséenbergsteige 3, (14a) Stuttgart-W, 1954. 


The opening chapters of this monograph on adrenal insuffi- 
ciency in man summarize the embryology and histology of the 
adrenal cortex and medulla, the chemistry of their hormones, 
and the pathological physiology seen in disease. Most of the 
book is concerned with the diagnosis, treatment, and prognosis 
of Addison’s disease. There is only passing mention of arthritis, 
but there is an extensive discussion of the Waterhouse-Frid- 
erichsen syndrome and related conditions and much substantial 
information about the use of the adrenocorticotropic hormone, 
of cortisone and its congeners, and of other hormones and vita- 
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mins. There is an accurate, up-to-date bibliography, a subject 
index, and an author index. The book is recommended mainly 
as a key to contemporary European work on Addison’s disease. 


1954 Medical Progress: A Review of Medical Advances During 1953, 
Editor: Morris Fishbein, M.D. Cloth. $5. Pp. 345. Blakiston Company 
(division of Doubleday & Company, Inc.), 575 Madison Ave., New York 
22, 1954. 


This volume, the first edition of which appeared in 1953, 
presents the recent progress made in various specialties of 
medicine and surgery as reviewed by 27 contributors, with a 
concluding summary by the editor. Some new topics are in- 
cluded, but the scheme of the preceding volume is followed. 
The 20 chapters deal respectively with cardiology, general 
surgery, nutrition, gastroenterology, rheumatic diseases, endo- 
crinology, new drugs, urology, infectious diseases, dermatology, 
ophthalmology, otorhinolaryngology, allergy, gynecology, ortho- 
pedic surgery, psychiatry, rehabilitation, medical psychology, 
physical medicine, and miscellaneous topics (editor’s summary). 
As in the preceding volume, there is some deliberate duplication 
of information, especially on therapy, in order to present the 
viewpoints of different authorities. Some inconsistency in the 
names used for drugs among different contributors persists, and 
some drugs named in the text do not appear in the index, e. g., 
Apresoline (hydralazine) and Tolserol (mephenesin). Exclusive 
use of brand names for certain therapeutic agents also continues 
to detract from the value of the publication; cross references to 
synonyms are lacking in the index. On page 24, “iliocolitis” 
apparently should have read “ileocolitis.” All except two of the 
chapters are followed by a bibliography, and the subject index 
provides some added reference value. This book should be of 
interest to physicians who wish to gain a perspective rather 
than a detailed knowledge of recent advances in medicine. 


Textbook of Physiology: The Activities of the Living Body. By Caroline 
E. Stackpole, A. M., and Lutie Clemson Leavell, R.N., A.M., M.S., Asso- 
ciate Professor in Nursing Education. Teachers College, Columbia Uni- 
versity, New York. Cloth. $5. Pp. 418, with 128 illustrations. The Mac- 
millan Company, 60 Fifth Ave., New York 11, 1953. 


The eight sections of this book relate to (1) rest as contrasted 
with exercise, (2) the nervous system and sense organs, (3) the 
cardiovascular system, (4) respiration, (5) protective and regula- 
tory mechanisms such as the skin and lymphoid organs, (6) 
nutrition, (7) the kidneys and other regulatory mechanisms, and 
(8) reproduction. Too elementary to be recommended to physi- 
cians as a reference work, this book exemplifies the trend 
toward textbooks written not by scientists with special knowledge 
of a given field but by educators with special skill in writing, 
logic, and pedagogy. That the present authors are not physi- 
ologists seems clear from a multitude of errors, such as the 
confusion of trace elements with tracers (page 202), of anoxia 
with anoxemia (page 182), and of conduction of heat with con- 
vection (page 153). There is also much that experienced teachers 
will question, such as presenting the difficult concept of pro- 
prioceptive memory on the first page, omitting the definition of 
so crucial a word as agglutination at the beginning of a five-page 
section on blood groups, retaining the antiquated terminology 
about “blue, indigo, violet” while asserting (page 122) that “in 
reality, color is nonexistent,” confusing totals with subtotals 
and wholes with parts (pages 156, 157), using mathematically 
vague phrases like “average range,” and generally ignoring the 
logical principle that a definition should contain a recognizable 
genus and differentia. It is doubtful whether the chapter on 
reproduction answers the questions that are most likely to worry 
an adolescent reader. The book is, however, attractively printed 
and bound. The quality of the illustrations is good, and the 
labeling especially is to be commended. There are questions for 
discussion, bibliographic references, and a generous index. The 
book can be recommended as a supplement to a course of 
laboratory work or demonstration lectures in physiology at 
senior high school or college level. 
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QUERIES AND MINOR NOTES 


CHRONIC HEPATITIS 


To THE Epiror:—What is the most effective treatment and 
dietary regimen for chronic hepatitis following homologous 
serum hepatitis? What would be the prognosis in a patient 
who had homologous serum hepatitis five years ago and whose 
cephalin-cholesterol flocculation test is constantly 2+-? 


M.D., New Jersey. 


ANSWER.—The most effective treatment for chronic viral 
hepatitis is a normal diet except for a slight increase of protein, 
i. e., a diet with 20 to 25% of the calories in protein. Exercise 
should be kept to a minimum, but about as much as appeals 
to the patient. Chlortetracycline (Aureomycin) in divided doses 
of 0.75 to 1 gm. per day for adults has helped in certain cases, 
apparently as the result of action on intestinal flora, but neo- 
mycin and phthalylsulfathiazole (Sulfathalidine) may be equally 
effective. With respect to the cephalin-cholesterol flocculation, 
a single liver function test that remained 2+ over several months 
may mean little. A battery of function tests conducted over a 
long period including at least the sulfobromophthalein test, 
cephalin flocculation, thymol turbidity and flocculation, and the 
test for pigment changes would be important before consider- 
ing that the patient actually had abnormalities of the liver. 


RABIES 


To THE Epitor:—Z/n the query “Rabies in Vaccinated Dog” in 
THE JourNAL, April 11, 1953, page 1376, the date between the 
immunization and the death of the animal could not be made 
out. 1. If a dog is immunized against rabies in the proper 
way, how long is the immunity? 2. How effective is antirabies 
immunization in dogs? 3. Should the report on Negri bodies in 
the brain always to be taken at its face value in the sense 
that when a laboratory reports it as positive it should be in- 
variably so? 4. Can you confirm the statement that there is no 
evidence of symptomless carriers of rabies? 


Florencio N. Quintos, M.D., Manila, Philippines. 


ANSWER.—1. Based on the work of Harald Johnson, it is 
commonly accepted that a dog immunized against rabies with 
the Semple vaccine will have an immunity that lasts about a 
year. This means, of course, that some dogs will be immune 
for a longer time, others will no longer be immune, and some 
dogs cannot be immunized. 2. Antirabies immunization in dogs 
is better than 90% effective. The most convincing evidence of 
this is obtained in areas where rabies exists in wildlife, such as 
foxes, so that exposure from another species is continuous, 
thereby providing a challenge to the immunization. In one area 
in central New York, for example, where over 70% of the dogs 
had been vaccinated, 2 cases of the disease occurred in vac- 
cinated dogs and 72 in unvaccinated ones. This ratio represents 
more than a mere reversal of the frequency with which the two 
categories of dogs occurred in the population. 3. The report of 
the finding of Negri bodies in the brain of an animal is almost 
always to be taken at its face value. The interpretation of smears 
and slides made for this purpose is not always easy. Bodies that 
somewhat resemble the Negri body occur in the brains of dogs, 
cats, and rodents, in particular. The competence and experience 
of the person who makes the interpretation is very important. 
It is possible for a pathologist to make a mistake if he does not 
have current experience with this particular examination. It is 
usually recommended, therefore, that, if there is any doubt 
about the significance of bodies found on microscopic examina- 
tion, experimental animals be inoculated to confirm the diag- 
nosis, 4. For all practical purposes, it can be stated that there 
is no evidence of a symptomless carrier of rabies. Veterinarians 
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on rare occasions have observed animals believed to be rabid 
that recovered. The gap in the evidence that these animals were 
suffering from rabies is that no attempt was made to isolate the 
rabies virus from the saliva. Harald Johnson reports on one of 
his experimental dogs that virus was recovered from the saliva 
but the animal did not die. The vampire bat has sometimes 
been referred to as a symptomless carrier. Here too the majority 
of these animals appear to succumb to the infection, although 
the period of infectivity is a protracted one. In summary, while 
this condition may occur, it is extremely rare and appears not 
to be of any practical importance in the control of the disease. 


HANDEDNESS 


To THE Epttor:—Should efforts be made to alter left-handed- 
ness? If so, what is the optimum age? 


Fred T. Perry, M.D., Watonga, Okla. 


ANSWER.—Right-handedness should be encouraged and left- 
handedness discouraged after about the first year. The infant 
has no definite sidedness, either left or right; he is ambilateral, 
not ambidextrous, and both sides are inept. A one-sided pat- 
tern begins to emerge at about 18 months and continues to 
develop for many years as one-sided skills are learned. Since 
our culture (customs, tools, etc.) is right-sided, the child should 
be encouraged to right-sidedness from the very beginning. 
According to this view, it is wrong to let the child choose 
for himself, as there is a 50% chance that he may acci- 
dentally select the wrong side. However, this encouragement 
must be done patiently and kindly, not forcefully. Otherwise, 
negativism is excited in the child that may in itself lead to 
left-handedness and other personality difficulties. Similarly, 
contrariness due to other factors may also express itself in 
left-handedness. Once the pattern is habituated for certain 
activities, it becomes more or less ingrained. However, sided- 
ness is not always uniform and mixed laterality for different 
activities is not uncommon. So-called ambidexterity is not 
equal skill in both hands but mixed, e. g., Leonardo Da Vinci 
wrote and drew with his left hand and painted with his right. 
Each introduction of new activities offers an opportunity for 
right-sided training, especially for significant activities, e. g., 
writing at the beginning of school. Retraining done kindly and 
patiently is always possible in childhood (in school for writing) 
and even later (as in the war injured), and no ill-effects may 
be anticipated. 


FRACTURE OF THE FIRST LUMBAR VERTEBRA 
To THE Epitor:—Please outline the treatment for compression 
fracture of the body of the first lumbar vertebra. 


M.D., Pennsylvania. 


ANSWER.—Assuming that there is no dislocation and very 
mild pain with no paresis, modern treatment involves no vio- 
lent effort to reduce impaction of the body or to replace 
slightly displaced fragments. Every effort is made to induce 
urination without catheterization, but if necessary an indwell- 
ing catheter and tidal drainage may be used. For abdominal 
distention and paralytic ileus, a rectal tube should be used 
without enemas. The patient is placed on a not-too-soft bed 
in a supine position, with the lumbar region supported by a 
pillow or the bed “broken” to permit slight extension of the 
spine. This is increased daily and usually brings comfort by 
dispelling all pain; every care should be taken meanwhile of 
the skin of the heels and buttocks. The patient may be turned 
slightly, if rolled like a log. When the distress is ended and 
excretory functions are under control, the patient may then 
be put on a fracture table with the spine in slight extension 
and a sustaining plaster of paris jacket applied. Primary bed 
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confinement may be continued four to six weeks. When accus- 
tomed to the plaster cast, the patient is sat up for increasing 
periods daily and finally, usually within 10 days, allowed to 
become ambulatory with caution against jars of the spine. 
Roentgenologic examination in the lateral axis will help the 
physician decide when the cast may be removed, a rebuilding 
of the compressed body being looked for. This may take a 
long time, up to 1@ months, but may in the last portion be 
sustained by a metal brace of the Taylor type that is removed 
at night and for daily hygiene. Muscular exercise to strengthen 
the erector spinal muscles are started as soon as the plaster 
is removed. One may be guided clinically by the freedom 
from or recurrence of back pain, which is the sign for les- 
sened activity and prolonged support if the patient is ambu- 
latory. 


POLYCYTHEMIC BLOOD FOR TRANSFUSIONS 


To THE Eprror:—Our hospital has recently ceased the practice 
of using polycythemic blood for transfusions. Is there any 
evidence that such blood is harmful? Are there any medico- 
legal implications in the use of such blood? 


Daniel A. Glomset, M.D., Des Moines, lowa. 


ANSWER.—A survey of the literature reveals no conclusive 
report that polycythemic blood is harmful. Biochemical 
changes, hyperhemolysis, and autoagglutination of polycythemic 
blood have been reported. Two different workers have reported 
that blood from polycythemic donors has normal survival 
time when transfused into nonpolycythemic recipients. Re- 
ports by Minor and Burnett (J. A. M. A. 152:1225-1227 [July 
25] 1953) and by Stefanini and co-workers (Blood 17:53-76 
{Jan.] 1952) indicate the value of platelet-rich polycythemic 
blood for patients with thrombocytopenia, and Stefanini and 
associates suggest that there may be a principle in polycythemic 
blood capable of stimulating platelet production. At present, 
no medicolegal implications in the use of polycythemic blood 
for transfusion purposes are known. 


COMPLETE SECTION OF THE VAS 
AND THE VESSELS 
To THE Epitor:—How will the testis be affected by complete 
section of the vas deferens and the vessels, the artery and 
veins at the level of the internal abdominal ring? 
M.D., New York. 


ANSWER.—If only the deferential vessels were divided at 
the level of the internal ring in conjunction with the vas and 
the internal spermatic artery and vein (which deviates from 
the vas at this level and then courses upward toward the kid- 
ney) were preserved, the only effect on the testis would be 
atrophy of the tubular epithelium. If the internal spermatic 
vessels have also been divided along with those which accom- 
pany the vas, there will probably be some swelling and edema 
of the testis, followed later by complete atrophy. 


NUMBNESS FOLLOWING INSULIN 

SHOCK TREATMENTS 

To tHE Epiror:—A patient who has had a series of insulin 
shock treatments now complains’ of numbness in various 
portions of her body, particularly about the nose, forehead, 
and upper lip. In all other particulars she has done well, 
having recovered from her psychosis (paranoid schizo- 
phrenia, acute), and there are no other complaints. Can you 
tell me something about the etiology and what can be 
done to alleviate this condition? Injections of vitamin By» 
in 1,000 mcg. doses once weekly for 10 weeks have been 
of no value. 

Edward Dengrove, M.D., Asbury Park, N. J. 


ANSWER.—Patients undergoing insulin-coma treatment often 
complain of a sensation of numbness in the region of the lips, 
nose, fingertips, and toes. The numbness is especially accentu- 
ated just before they enter the comatous stage, as well as 
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during the awakening stage. This is undoubtedly due to tem- 
porary ischemia of the peripheral nerve endings and is transi- 
ent in nature. A lasting sensation of numbness after termina- 
tion of treatment is a symptom of peripheral neuropathy. 
During insulin treatment a large amount of glucose is con- 
sumed daily to neutralize the insulin. Since glucose (or dex- 
trose) does not contain any vitamins, a disbalance occurs 
between the vitamins and total caloric intake, not infrequently 
giving rise to a vitamin deficiency, especially of vitamin B.. 
This situation is akin to the neuropathy associated with alco- 
holism. The remedy consists of prophylactic administration 
of a multivitamin capsule daily during insulin treatment. When 
neuropathy has already developed, vitamin B complex may 
be administered intravenously every day until symptoms dis- 
appear. 


USE OF OXYTOCICS 

To THE Epitor:—/n THE JourNAL, March 6, 1954, page 880, 
there was a query on the use of oxytocics. The consultant's 
answer ended with the following statement: “There is appar- 
ently some danger in giving pituitary products while cyclo- 
propane is being used as an anesthetic, and also some cases 
of so-called allergic reactions having apparently occurred even 
in the absence of anesthesia.” 

It is essential to clearly understand the reasons for the 
above-mentioned danger. The pressor factor in posterior 
pituitary (Pituitrin) has been identified as a powerful cardiac 
toxin. Best and Taylor, in “The Physiological Basis for Medi- 
cal Practice” (ed. 5, Baltimore, Williams & Wilkins Company, 
1950), state that coronary flow is decreased as much as 80% 
by posterior pituitary. This fact alone makes the administra- 
tion of posterior pituitary a dangerous procedure. It would 
seem illogical to extend any culpability to other drugs that 
may be administered at the same time. The consultant states 
that cyclopropane should not be used with pituitary prod- 
ucts. A paper, entitled “Circulatory Collapse Following the 
Combined Use of Pituitrin and Pentothal,” was published by 
Hesselschwerdt and Medbury (Anesthesiology 10:544 [Sept.| 
1949). These men indicated that posterior pituitary shock re- 
sults from the constricting action of the pressor factor on 
the coronary arteries. They reported two cases of circulatory 
collapse following administration. The so-called allergic re- 
actions may well be the phenomenon of pituitary shock due 
to coronary constriction. 


From the point of view of the anesthesiologist, posterior 
pituitary and specifically its pressor factor, vasopressin injec- 
tion (Pitressin), are powerful poisons; they should never be 
permitted in the operating room. They should never be used 
either in the nonanesthetized patient or the anesthetized pa- 
tient, regardless of what other anesthetic agents may be con- 
currently used. Most certainly the toxic action of this drug 
should be acknowledged before the untoward reactions are 
blamed on excellent anesthetic agents. 


Samuel L. Lieberman, M.D. 
581 Eggert Rd., Buffalo 15. 


CHRONIC ULCERATIVE COLITIS 


To tHE Epitor:—/ would like to comment on the query on 
page 1048 of THE JouRNAL, March 20, 1954, about the man- 
agement of a patient with chronic ulcerative colitis who 
failed to show any healing of a perineal wound eight months 
after operation for anal fistula. There was no mention made 
of whether or not the patient was receiving corticotropin 
(ACTH) or cortisone, which are not infrequently given for 
ulcerative colitis. In many cases, the adrenal steroids will re- 
tard, if not completely inhibit, the normal processes of wound 
healing. If the patient in question has been receiving either 
of these drugs, it might be advisable to taper off the dosage 
slowly along with the other supportive measures recommended 
in the consultant’s answer. 

James J. Griffith, M.D. 
Hartford Hospital 
Hartford 15, Conn. 
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